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FRACTURES OF THE SPINE * 


The years which have elapsed since the termination of the 
war have witnessed a remarkable increase in the interest 
taken by general surgeons in all kinds of injuries. The 
causes accounting for this change are manifold: (1) The 
modern surgeon who worked through the war years 
thereby gained a wide experience of traumatic surgery 
in general. (2) In all our voluntary hospitals to-day 
more beds than formerly are devoted to casualties, to the 
exclusion of less urgent cases such as hernia, enlarged 
lymph glands, chronic abscess, etc. (3) Many diseases 
formerly requiring admission to surgical wards are now 
treated medically or in the out-patient departments—for 
example, ulcer of the stomach and duodenum, varicose 
veins, haemorrhoids. (4) The toll of the road, which has 
followed the rapid growth in motor traffic, contributes to 
the out-patient departments, both by day and by night, 


patients in such serious plight that they cannot be deniec : 


admission to vacant beds. In my own wards, estimated 
over a period of a full year, we have found that 10 per 
cent. of the available bed space is occupied by persons 
injured in motor accidents. 


Modern Methods in Diagnosis and Treatment 

Spinal injuries in general and spinal fractures in par- 
ticular contribute largely to the admission list of all 
surgical wards to-day. To the operating surgeon with 
experience of war wounds these are always interesting ; 
to the house-surgeon in charge of the casualty depart- 
ment they are at once serious and urgent. But there are 
at least two other factors responsible for the almost 
universal interest which the general surgeon takes in 
spinal fractures. In the first place, the perfection in 
modern radiological technique has made it possible to 
demonstrate with the utmost precision the minute details 
of all such fractures in whatsoever area of the spine they 
occur. This has been attained by the routine use of 
lateral as well as antero-posterior films, by the influence 
of posture in the taking of films in certain situations, and 
by the more general use of the stereoscope. Secondly, 
and in great part owing to this improvement in radiology, 
the surgeon is enabled to apply with greater ease and 
exactitude treatment which, as time goes on, becomes 
More rational, more practical, and more efficient. 

‘The crush fracture of the spine is no longer an obscure 
and difficult problem. It accounts for about 40 per cent. 
of all spinal fractures. In 70 per cent. of cases it is un- 


complicated by injury to the spinal cord or nerve roots. 


* Read in opening a discussion in the Section of Orthopaedics at 
the Annual Meeting of the British Medical Association, Melbourne, 


S. T. IRWIN, M.Cu.Berr., F.R.C.S.Ep. 


SURGEON TO THE ROYAL VICTORIA HOSPITAL, BELFAST 


Its diagnosis is rarely in doubt, and treatment follows well- 
established lines. Such treatment demands the restora- 
tion of the spinal column to its normal alignment by 
means of hyperextension. But hyperextension for this 
purpose is not a recent discovery. For many years it 
was employed by Robert Jones, and in 1929 Davis advo- 
cated its combination with traction. Its present method 
of application, however, was a real discovery when it 
was first suggested by Watson Jones in 1930, and this, 
added to the improvements in radiology, has revolution- 
ized the management of all cases of spinal fracture. 

The popularity of the method depends on its ease and 
simplicity. Watson Jones's contributions to the literature 
of spinal fracture have clearly proved that owing to his 
technique, the prognosis, as regards both life and capacity 
for work, has become much more favourable during the 
last five years. “As a result of his methods the profession 
and the public have learned that broken necks and broken 
backs are neither so disabling nor so deadly as they were 
formerly thought to be. We know, of course, that severe 
cord injury, even to the extent of complete division, does 
occur in some fractures of the spine, and that for this 
condition, when found, no radically curative method of 
treatment has yet been devised. It is also known that 
injury to nerve roots may be followed by serious in- 
capacity for work owing to pain and paralysis, while 
severe injury to ligaments and muscles may entail weak- 
ress in the affected part. On the other hand, it is now 
widely recognized that injury confined to the compression 
of a vertebral body, where suitable treatment is applied, 
produces disability of a temporary nature only. Alter- 
natively, where a similar fracture passes unrecognized, 
and therefore untreated, a disabling condition of wedge- 
shaped vertebra follows. This deformity, first described 
in 1895 by Kiimmell as spondylitis traumatica, is now 
regarded as the result of an unreduced compression 
fracture of a spinal body. 


Scope of Present Paper 


This paper is based on my experience, including a review 
of thirty-four cases of fracture of the spine which were 
admitted to the various wards of the Royal Victoria 
Hospital, Belfast, during the years 1931-4. The investiga- 
tion of these cases has been carried out by my present 
house-surgeon, Dr. A. F. Turner, to whom my best 
thanks are due. Four of the patients in this series died 
in hospitai, and one died from cancer of the stomach two 
and a half years after leaving hospital. This series is 
a very short one, but it possesses at least one coripensa- 
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tion. Every one of the remaining twenty-nine cases has 
been seen and examined by Dr. Turner, who vouches for 
the results recorded. 

Broadly speaking, the subject of spinal injuries is three- 
fold: first, fractures ; second, dislocations ; and third, 
injuries to soft tissues, including spinal cord, nerve roots, 
ligaments, and muscles. These may be combined in 
varying proportions, but owing to limitations of space 
and time I have found it necessary to confine my remarks 
to the first of these groups, excluding wholly injuries to 
soft tissues and dislocations, unless where the latter form 
obvious and inseparable complications of fracture. 


Causation of Spinal Fractures 


All the three causes of fractures in general are found 
operative in fractures of the spine: direct violence, indirect 
violence, and muscular violence. The preponderating 
cause, however, is that of indirect violence. Fracture of 
the spine is most often produced by falls on the head, 
buttocks, or feet, or, what amounts to the same thing, 
by the fall of a heavy weight, such as a sack of grain, 
upon the head or shoulders. In such cases acute flexion 
of the trunk is produced at the point where bony support 
is lacking—that is, where the thorax above and the pelvis 
and lower limbs below meet in the dorso-lumbar region. 
Less frequently the fracture may occur in the cervical 
region. This mechanism causes a crush or compression of 
one or two of the vertebral bodies. A continuation of the 
force may produce in addition a fracture or dislocation of 
the adjacent articular processes on one or both sides of the 
crushed vertebra, and is followed as a rule by the upper 
vertebra slipping forwards on the lower. Where a similar 
accident occurs with the spine held rigid the brunt of the 
force may be spent upon the atlas, and a fracture of this 
bone may occur. 

Direct violence is responsible for fractures of spinous 
processes or laminae, and may result in part of a neural 
arch being displaced forwards into the cord. Theoretically, 
fractures of transverse may also be due to 
direct violence, but Davis has adduced strong arguments 
that these are more often broken as the 
lar contraction. 
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Influence cf Site 


Classification of sites of thirty-four fractures of the 


spine: 
Cervical region 
Upper and mid-dorsal ... ove pes sos 
Lower dorsal: 
D XI and D XII ... 1 
— 10 
Lumbar region: 
T.V.P. 8 
Spine see eee ene see 1 
— 17 
34 


It is relatively rare to find fractures in the upper dorsal 
region owing to the strong support afforded to this region 
by the ribs. A recent case of mine (not in the hospital 
series) may be cited. The patient was competing in a 
motor cycle race. His machine, after striking a bank, 
carried him over the opposite fence. Immediately after 
the accident his lower limbs were found to be completely 
paralysed. A fracture-dislocation of the fifth/sixth dorsal 
vertebrae was demonstrated by the radiologist. The 
patient was treated first by hyperextension, and later by 


laminectomy, but still remains paralysed one year after 
the accident. 

Fractures in the cervical region requiring treatment 
involve the area corresponding to the fifth cervical 
vertebra. In this region the fracture is often combined 
with a dislocation. Fractures in the cervical region, below 
the atlas and above the fourth, are usually accompanied 
by severe injury to the cord, and have not received much 
attention for the simple and sufficient reason that the 
patient is usually dead on arrival at hospital. On the 
other hand, in fractures of the atlas the patient ofteg 
survives, for the cord escapes severe injury. A fracture 
of the odontoid process of the axis may be produced at the 
same time. 

Crush fractures occur in most typical form in the dorso. 
lumbar region following the mechanism already described, 
Transverse processes are usually broken in the lumbar 
region. As a rule they are unilateral and multiple, 
They are produced by a_ violent contraction of the 
quadratus lumborum muscle. For legal reasons. it is im- 
portant to remember that congenital deformity may 
account for a breach in the continuity of a single trans. 
verse process in this region of the spine. Fractures of 
spinous processes or neural arches are due to direct 
violence, and they may occur in any region. 

For descriptive purposes fractures of the spine may be 
classified as follows: ° 

1. Fracture of the atlas. } These may occur singly or in 

2. Fracture of the axis. J combination. 

3. Fracture-dislocation in the cervical region. 

4. Compression fracture. 

5. Fracture of coccyx. 

6. Fracture of spinous process, 
verse process. 


neural arch, or trans. 


Fracture of the Atlas 


Our knowledge of fractures of the atlas has been 
epitomized and perfected by Jefferson's classical article 
in the British Journal of Surgery (1919-20, vii). Jefferson 
has pointed out that this is a tension fracture, and arises 
from a spreading outwards of the ring formed by the 
atlas. A weight falling on the vertex transmits the force 
through the occipital condyles to the lateral masses of 
The thickest part of the lateral mass is placed 
laterally. Both its superior and inferior articular facets 
therefore look to some extent medially. Hence a force 
applied through the skull tends to spread the lateral 
masses of the atlas outwards from the middle line of the 
body. This results in their divarication, and the posterior 
arch, which is weaker than the anterior, is broken. Less 
often the fracture may involve both arches, or the lateral 
mass itself may be broken. This fracture is not fatal in 
45 per cent. of cases owing to the fact that the cord 
escapes gross injury. Fracture of the atlas may be 
associated with fracture of the odontoid process of the 
axis, more especially in where the downward 
pressure on the head is combined with hyperextension of 
the neck. 

Diagnosis of fracture of the atlas depends on the history 
of a compression of the head upon the trunk followed by 
pain, inability to nod the head, to rotate it or even to 
support it without pain, rigidity in the muscles of the 
neck, and neuralgia or anaesthesia referred to the distti- 
bution of the great occipital nerve. On examination 
there may be undue prominence of the spine of the axis 
behind, and an abnormal prominence of one side of the 
atlas in the pharynx. It may be pointed out that normally 
the anterior arch of the atlas projects symmetrically into 
the pharynx and is easily palpable through the mouth. 
Confirmation of the diagnosis of this fracture must be 
sought in all cases by the help of radiology. When it 
is suspected, stereoscopic a-ray films, both antero 


the atlas. 
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terior and lateral, should be obtained, especially the 
former, taken through the open mouth. 

Treatment in the absence of deformity entails a pro- 
Jonged period of immobilization in plaster-of-Paris, fol- 
lowed by the wearing of a leather collar. Where obvious 
deformity occurs it will usually require reduction. In 
this reduction there is always a danger of the surgeon’s 
manipulation causing sudden death by the shift of a 
fractured odontoid process into the cord. Hence the 
necessity in all such cases for a clear demonstration of the 


condition of this process. 


Fracture of the Axis 


The commonest site of fracture in the axis is the base 
of the odontoid process. It is produced by pressure of 
the head upon the rigid spine, the neck being strongly 
hyperextended. It may be found associated with a 
fracture of the atlas. It is diagnosed by radiology in 
the same way as a fracture of the atlas, and treatment 
depends upon the same principles. Union of this fracture 
by bone is rare, the best that can be hoped for being 
a short fibrous bond. 


Fractures in the Cervical Region 


Fractures and fracture-dislocations in the cervical region 
below the axis may be subdivided anatomically into two 
groups: those above the fourth segment and those below 
this level. Injury above the fourth segment without cord 
lesion is usually a pure dislocation, though not seldom 
it is associated with lesions of nerve roots. It is charac- 
terized by deformity of the spine, and the diagnosis is 
readily confirmed by modern radiological methods. Re- 
duction should be undertaken and the neck immobilized 
in plaster-of-Paris. But for the presence of pain, weak- 
ness, and stiffness in the affected region the prognosis is 
usually good. On the other hand, injuries with severe 
cord lesions are usually fracture-dislocations, and the 
patients die rapidly as the result of respiratory failure. 
They are for this reason of little clinica] interest, since 
they rarely reach hospital before death has occurred. 

In cases of cervical injuries below the fourth segment 
with severe cord lesions, even to the extent of complete 
division of the cord, the patient may continue to live 
owing to the escape of the roots of the phrenic nerve, 
which maintains diaphragmatic respiration. In all such 
cases, however, the ultimate prognosis is bad: permanent 
and complete paralysis below the affected level, followed 
by retention of urine, pyelitis, bed sores, and severe sepsis, 
being inevitable. 

Three distinct types, depending on the situation of 
the lesion, are described and, as a rule, are easily dis- 
tinguishable: (1) Injury above the fifth segment is charac- 
terized by complete paralysis of the arms. (2) Injury 
between the fifth and sixth segments permits shrugging 
of the shoulders, abduction of the shoulder-joints, flexion, 
and supination of the forearms ; such patients auto- 
matically assume what is known as the “ kamerad ”’ 
position. (3) Injury below the level of the sixth segment 
permits of movements of the arms, though partial paralysis 
of the hands may be found. Partial paralysis of one or 
both arms in such cases may mean serious injury to the 
cord, injury to nerve roots, or injury to the brachial 
plexus. 

Diagnosis of fractures in the lower cervical region 
depends on a history of an injury affecting this region 
followed by the development of pain, rigidity, and 
deformity ; localization follows a neurological examina- 
tion and identification of the nerve lesions, mainly pain, 
loss of sensation, and paralysis. Radiology will confirm 


the signs and finally determine the exact site of the 
injury. 

The main problem of treatment is whether reduction 
of any existing deformity shotld be attempted. Usually 
this will be carried out, and the effect of such reduction 
on ultimate recovery will depend on the exact nervous 
lesion. Cotton’s summary of these cases is as follows: 


1. The diagnosis of an injury to the spine in the lower 
cervical region is relatively easy. 

2. Rotatory luxation is relievable by manipulation. 

3. Where there is no displacement, with or without cord 
lesion, the patient should be left alone, except for pro- 
vision of suitable support for the spine. 

4. In fracture-dislocations with apparently irreparable 
cord lesions the prognosis is usually hopeless. A tragic 
case of this sort occurred in my experience. The patient, 
aged 25, an athletic young man with a golf handicap of 
+ 4, struck the bottom on diving into the sea. He came 
to the surface face downwards, completely paralysed, and 
narrowly escaped drowning. With great difficulty and 
suffering intense pain he was taken out of the water by 
his companions, who carried him in their arms some 200 
yards over rocks. Subsequently he was found to be 
paralysed from the level of the fifth segment, movement 
being limited to elevation of the arms. Manipulations, 
followed by laminectomy, failed to give material relief, 
and he died five years later without recovering any 
useful function. The only chance for such a patient, 
according to Cotton, is that a mistake in diagnosis has 
been made and that an unexpected recovery may follow 
reduction of the deformity. 


Compression Fracture of a Vertebral Body 


This is incomparably the most important of all forms 
of spinal injury for many reasons. 

1. It is the commonest form of spinal fracture ; about 
40 per cent. of all spinal fractures are due to com- 
pression, and the majority of these occur in the dorso- 
lumbar region, and 70 per cent. escape gross nerve injury. 
Out of a total of thirty-four cases of spinal fracture pure 
crush of vertebral body occurred in twelve: 


D VII 1 
Fracture-dislocations numbered five: 


2. The fracture may be complicated, but in a very 
large number of cases the injury is confined to the com- 
pression of a single body without injury to soft tissues 
and without dislocation. 

3. It may be due to very slight violence—for example, 
a fall down three steps on to the buttocks—or, on the 
other hand, to gross violence, such as a fall of thirty feet 
down an elevator shaft (examples from the writer’s own 
cases). 

4. It is easily diagnosed by signs of local trauma and 
distinctive radiological appearances in the lateral x-ray 
film ; it is also easily missed if the patient fails to consult 
his doctor or if the nature of the injury passes unsus- 
pected. The writer has seen many examples of both 
these mistakes in examinations of unrecovered patients 
for insurance companies. 

5. Treatment depends on principles easily applied, and 
the results on the whole are good ; failure to apply suit- 
able treatment leads to irreparable deformity, with intract- 
able and disabling symptoms. 
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CAUSATIVE FACTORS 

There are two predisposing causes: the strength of the 
posterior column of the spine and its posterior convexity ; 
and the compressibility of the spongy bone forming the 
vertebral bodies and the ease with which flexion occurs 
when pressure is put upon the spinal extremities. 

The exciting cause of compression fracture is almost 
invariably indirect violence, as already described. In 
all cases there is acute flexion at the site of the fracture, 
which is usually the lower dorsal or upper lumbar region. 
If the fractures of the two lower dorsal and the two 
upper lumbar vertebrae are added together they will be 
found to include more than 50 per cent. of all fractures 
of the spine. Ordinary falls from limited heights are 
responsible for uncomplicated compression fractures in 
the dorso-lumbar region. Compression fractures in other 
regions or complicated compression fractures in the dorso- 
lumbar region are due to falls from considerable heights, 
or occur in severe motor and machinery accidents. 


MORBID ANATOMY 


The mechanism of a crush fracture is similar to that 
by which a nut is crushed between the jaws of a nut- 
cracker, the jaws being represented by the vertebrae 
above and below the one broken. The posterior part of 
the body is protected by the strength and rigidity of 
the articular processes, and hence the spinal body after 
the injury becomes wedge-shaped with the narrow part 
in front. The extent of wedging depends on the amount 
of violence. In cases due to slight violence there may be 
no fragmentation, the anterior common ligament prevent- 
ing the escape of bony fragments in front. Occasionally 
this typical deformity of the body is absent, due, for 
example, to immediate restoration of the bone to its 
In such cases other evidences of fracture 
These are: 


normal outline. 
must be sought for in the lateral x-ray film. 
a localized increase of density in one part of the body ; 
the presence of lines of fracture ; and evidence of con- 
vergence of the adjacent surfaces of the vertebrae above 
and below the one suspected (Kohler). In severe com- 
pression fractures there may be an outward spread of 
loose pieces of bone in front, laterally, or even pos- 
teriorly, and frequently this spread is asymmetrical in 
its distribution. 

In some cases of injury in which a compression fracture 
might be expected from the nature of the accident and 
from the symptoms, no typical deformity or other 
evidence of fracture can be found. In one of my cases 
(not on the hospita? list) there complete  dis- 
appearance of the intervertebral disk between the fifth 
and sixth dorsal bodies. Kohler regards such disappear- 
ance, or an extensive irregularity in the structure of the 
disk, as strong evidence of fracture. These irregularities 
of the disk due to trauma have also been described by 
Sashin, and Dandy has found extrusion of the cartilage 
of the disk into the spinal canal the result of trauma 
causing pressure on the cord. Al! such cases should be 
regarded and treated as fracture. The patients should 
be advised to wear a suitable support for a_ prolonged 
period, otherwise a progressive deformity of the wedge- 
shape is likely to arise. It is only in cases of posterior 
displacement of bony fragments, or where dislocation 
complicates fracture, that injury to the cord occurs, and 
such a complication arises most frequently in the cervical 


was a 


region. 

The diagnosis of compression fracture depends on the 
history of an accident of the kind already described ; 
signs of local trauma, such as pain, deformity, or rigidity 
(in complicated cases—for example, with dislocation— 
there may at first be preternatural mobility and _ signs 


FRACTURES OF THE SPIN 


Tue Britism 
Mepwar 


of root or cord lesions) ; and radiological appearances, 
which are usually quite typical on the lateral s-ray 
picture of the spine. 


TREATMENT OF CRUSH FRACTURE 

The method of reduction, as published by Watson 
Jones in the British Medical Journal in February, 1931, 
has been employed in practically all cases in the Royal 
Victoria Hospital since that date. Details of the method 
are not given in this communication. Those especially 
interested in the subject are referred to the original 
article. A few details may be mentioned, and _ these 
refer mainly to fractures in the dorso-lumbar region: 
(1) Patients suspected of fracture are x-rayed on the way 
from the out-patient department to the ward, at least 
two films being taken. (2) No general anaesthetic is 
given, but the patient, before going to the theatre, is 
given morphine 1/4 grain hypodermically. (3) The two. 
table method is used. (4) The patient is clad in stockin- 
ette from neck to knees, adhesive felt being placed over 
the iliac crests, the sacrum, and the site of the fracture, 
(5) The patient is placed prone with the thighs resting on 
the lower table and the arms and head upon the higher, 
(8) As soon as full hyperextension has been obtained 
plaster-of-Paris is rapidly applied. (7) The plaster is 
allowed to dry, trimmed off, and the patient is returned 
to bed. 

Watson Jones insists upon early spinal exercises, early 
assumption of the erect position, and early return to work, 
An attempt has been made in the Royal Victoria Hospital 
to follow out this somewhat idealistic programme of after- 
treatment. As regards first-aid treatment he suggests that 
patients in whom fracture of the spine is suspected should 
be immediately placed prone on the stretcher by the 
ambulance men. This instruction to first-aid men_ has 
been called in question by some of Watson Jones's cel- 
leagues in Liverpool, notably McMurray, who points out 
with truth that in some examples of spinal fracture, 
especially those in the cervical region, respiratory failure 
forms a real risk to life. To know when this risk must 
be avoided would require more knowledge than can be 
the average ambulance man when he 
with a person severely injured and 


from 
to deal 


expected 
is called 


shocked. 

Watson Jones’s method of retaining plaster on patients 
completely paralysed—for example, in fractures in the 
upper part of the spine—has also been criticized. Even in 
patients unparalysed the prevention of bed sores is ate 
tended with some difficulty, aud with a patient paralysed 
it would appear to be almost impossible. 


Fractures of the Coccyx 

Out of our thirty-four spinal fractures two occurred in 
the coccyx. This proportion agrees with Cotton's view 
that fracture of the coccyx is a common accident. Both 
cases were due to falls on the buttocks and both were in 
men. (Such cases have to be differentiated, as Cotton 
points out, from similar injuries occurring in women, 
where falls on the buttocks not causing fracture are 
followed by intractable neuralgia. This is a serious con- 
dition, and does not appear to yield to any known form 
of treatment, even excision of the whole coccyx.) 

The diagnosis of this type of fracture depends on the 
history of a fall on the buttocks ; signs of local trauma, 
such as deformity and crepitus, most readily discovered 
by palpation cf the fracture per rectum ; and the radio- 
logical appearances. In both the cases of fractured 
coccyx in the present series recovery was complete, in 
the first after manipulation of the distal fragment into 
normal position, and in the second after its excision. 
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Fracture of a Spinous Process 


This is due to direct violence. It may occur as a com- 
plication of fracture of a body or a neural arch. Diagnosis 
depends on the recognition of signs of local trauma, 
irregularity in the line of the spinous processes, and 
crepitus, without cord or nerve symptoms. Treatment is 
by immobilization, when sound, fibrous union is to be 
looked for. Occasionally it may be necessary to remove 
the loose tragment. 


Fractures of Laminae 


These may occur with or without depression of the 
neural arch. They are due to direct violence. The 
diagnosis depends on signs of local trauma, crepitus, 
rigidity, and x-ray appearances. In some cases there may 
be evidence of pressure on the cord. Treatment should 
be by open operation, especially in the presence of pressure 
on the cord, which may be due either to blood or to 
depressed bone. The prognosis after operation is almost 
universally good. 


Fracture of Transverse Process 


The common type of fracture of transverse processes 
belongs to the category of sprains of the back rather than 
that of spinal fractures. The injury appears to be due to 
a spasmodic muscular contraction. It is unilateral and 
multiple, and always occurs in the lumbar region. A 
fracture of a single transverse process may occur in any 
region of the spine, and may be due to direct violence. 
This accident is rare in the lumbar region owing to the 
depth at which the process lies. Injuries causing fractures 
of transverse processes in the lumbar region are a fruitful 
source of litigation under workmen’s compensation and 
following motor accidents. To judge by one’s experience 
in court, the fracture appears to give rise to severe pain, 
made worse, by hyperextension of the hip on the same 
side or by bending the back towards the opposite side. 
There is also some rigidity and tenderness on the 
affected side. 

Eight fractures, all in the lumbar region, were found 
among our thirty-four spinal fractures. This would seem 
to be an unduly large proportion, but all the cases showed 
the typical distribution of the fractures—that is, they were 
multiple and unilateral. They were all treated by im- 
mobilization in bed for two or three weeks, followed by 
massage and exercises. Five cases were reported as having 
given perfect results, allowing the patients so treated to 
return to and continue at full work. The duration of 
incapacity is not noted. These results make the prognosis 
appear unduly optimistic. 


Results of Treatment of Cases under Review 


Death occurred in two cases of fracture in the upper 
cervical region on the day of admission, in one case of 
fracture-dislocation of the twelfth dorsal vertebra in a few 
hours, and in one case of fracture of the eleventh dorsal 
vertebra on the ninth day. In a fifth case—compression 
fracture of first lumbar vertebra—the patient, after com- 
plete recovery, died of cancer of the stomach two and a 
half years later. 

One patient is paralysed three years after a fracture- 
dislocation of the first lumbar vertebra ; five suffer from 
root pains—only one very severe ; nine suffer from some 
pain, rigidity, and weakness of back generally ; and 
eighteen are either doing, or fit for, full work. 

All cases of fracture of a body were treated by the 
method advocated by Watson Jones. In no case was 


laminectomy performed. 
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HARE-LIP* 


BY 


H. DOUGLAS STEPHENS, M.D., M.S. 
F.R.A.C.S., F.A.C.S. 


In the time limit of twenty minutes allowed for this 
paper it is obviously impossible to discourse on the 
paediatric management of the operative, pre-operative, 
and post-operative treatment of the various types of hare- 
lip. I shall therefore confine my remarks to the most 
severe common type—namely, the complete single cleft 
of the lip with accompanying cleft of the alveolus and 
palate. Even in this type there are so many variations 
offering different operative problems that one is forced 
to the conclusion that no two hare-lips are exactly similar, 
In general, however, the problem is not so much the 
union of the lip as the creation of a satisfactory nostril. 


Age at Operation 

Operation on the lip should be completed before the 
infant is 4 months old. If this can be satisfactorily 
accomplished the pressure exercised by the musculature 
of the re-formed lip will push back the most prominent 
cleft alveolus within twelve months as a rule. I used to 
operate during the first few days of life, but of late years 
I rarely operate under two months unless the baby is 
growing vigorously. If the nutrition problem is under 
control and the infant gaining at least four ounces a 
week, the age of election for operating is from 6 weeks 
to 3 months. If operation is not possible for various 
reasons before the child is 6 months old there is grave 
risk that the projecting alveolus will overlap the opposite 
maxilla permanently. 


Feeding of the Infant with Hare-lip 

Special endeavour should be made to maintain the 
breast milk supply by stimulation and expression, carried 
out by nurses skilled in these manipulations. Failing the 
breast milk, cow’s milk mixtures prepared according to 
the caloric needs of the infant are adequate in most cases. 
Some very difficult and slow feeders are better catered 
for by the use of lactic acid milk, with or without added 
carbohydrate, because the greater concentration enables 
smaller feeds to be taken. 

An infant with the type of lip under discussion is often 
quite unable to suck the breast at all. The rubber velum 
designed by Wearne of Sydney not only facilitates suck- 
ing from the breast or feeding bottle but materially 
shortens the feeding time. I do not advise its use for 
more than a few weeks, as I consider it interferes with 
the natural tendency to closure both of the lip and of the 
palate. Other means of feeding these babies varies with 
the individual infant ; some take well from a bottle fitted 
with a long teat and rather large opening, others do 
better with a Breck feeder, some like the spoon or pipette 
feeding best, while many take their feeds well from a 
funnel and small catheter, given slowly. As _ pipette, 
spoon, and catheter methods are preferred after operation 
these are usually practised at any rate for a few days 
prior to operation. The pipette, unless well rounded, 
should be tipped with rubber. 


Pre-operative Management 
No operation is attempted if the baby has had recent 
contact with any infectious disease, shows any sores or 
running nose or ears, or has any cough or tendency to 
* Read in opening a discussion in the Section of Diseases of 
Children at the Annual Meeting of the British Medical Asssociation, 
Melbourne, 1935. 
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diarrhoea. If teeth are erupting in the cleft they should 
be removed prior to operation. All such conditions 
interfere, often seriously, with the healing processes, or 
aggravate the risk of bronchopneumonia or enteritis, two 
of the commonest causes of mortality in my series of 

217 cases in the last nine years. In some cases of hare-lip 

and in all cases of cleft palate a swab is taken of the 

nose or throat, or both, before operation, to exclude, 
if possible, the presence of the Klebs-Loeffler bacillus. 

It is advisable to have the baby in hospital two or 
three days prior to operation, so that it may accommodate 
itself to its new surroundings, and also to enable the 

@ nurses to become cognizant of its habits and diet. A 
special nurse is a valuable asset in these cases. The 
pre-operative period in hospital will enable the infant 
to become accustomed to having its elbows stiffened and, 
in some instances, its legs controlled to prevent it from 
rubbing its lip. 

The Porgett splint can be applied. This is a con- 
trivance consisting of a head-wing prolonged forwards 
two and a half to three inches and attached posteriorly 
to a vertical stem connected below to a straight piece 
to which the arms are bandaged. In this apparatus the 
baby can be placed face downwards for short periods 
at a time to enable exudations to escape from the nose 
and mouth without endangering the lip. 

A routine x-ray examination is not done, but in any 
case showing dyspnoea or cyanosis not attributable to 
falling back of the tongue or cardiac malformation, an 
x-ray investigation for enlargement of the thymus has 
been carried out, always with negative resuits. I have 
frequently used ultra-violet radiation in the winter, both 
before and after operation, with a view to improving 
nutrition and promoting healing, but I am not optimistic 
as to its value generally, and in some cases have regarded 
its use as distinctly detrimental. No food is given for 
at least four hours before operation. 

As regards preparation of the parts for operation, careful 
cleansing of the lip and nostrils is carried out, using mostly 

and water, saline solution, and gauze, avoiding 
and antiseptics, other than boric lotion 
occas.onally. On the table the nostrils, skin, and mucous 
membrane are dabbed gently with spirits. The tempera- 
ture of the operating theatre is approximately 65° to 70° 
in winter. The baby lies flat on the table on a_ well- 
protected hot-water bag, and a rolled-up half sheet is 
placed under the nape of the neck to project the chin 
forwards. 

The anaesthetic is ether only, given by the drop method 
until the anaesthetic reached, after which the 
ether is given intrapharyngeally through a No. 8 soft 
rubber catheter introduced into the nostril on the normal 


soap 
traumatism 


stage 1s 


side. 


Operation 

Most writers seem agreed that go perfect result of a 
hare-lip has yet been attained by operation. No standard- 
ized type of operation is carried out in all cases. If, for 
instance, the cleft is not a gaping one, the nostril is not 
stretched, and there is ample lip tissue available, the 
simple curved incisions advocated by Berry and Legg 
often give excellent results, provided that the nostril is 
well freed from the bone and that the musculature of 
the lip on each side is accurately sutured. If the cleft 
is wide and the ala nasi stretched, I am not in favour 
of any operation modelled on the Rose type, of which 
that of Perry and Legg is a modification. Such an 
operation involves the tissue, and invariably 
produces a very tight flat lip and an indifferent nostril. 

My inclinations are for some form of flap operation, 
originally sponsored by Mirault, and it is a matter for 


loss of 


HARE-LIP 


decision at the time whethet the flap should be taken 
from the lateral margin or the medial one. Trial approxi- 
mation of the lip margins with the fingers will generally 
indicate which method is most likely to give the best 
result. 

Of the single flap method I personally prefer the medial 
flap to the lateral one, if the thickness and the depth 
of the red border is sufficiently good to ensure that fullness 
in the mid-line so essential to a satisfactory lip margin, 
Another reason for preferring the medial flap is that I 
believe it pulls the columella into a more median and 
vertical position, and indirectly tends to straighten the 
nose. If it appears that a better lip can be produced 
by the utilization of a flap from the lateral side, then 
I prefer to do Blair and Brown’s modification of the 
Mirault operation. It is not my intention to discuss the 
technicalities of their method, which is certainly complex, 
and is more liable to lead to failure if the incisions are 
not absolutely accurate. My own experience of their 
operation has convinced me that a lip and nostril as near 
perfection as possible can be obtained in carefully selected 


cases. 


MEDIAL FLAP TECHNIQUE 


I shall now briefly outline the operation I generally 
perform, using the medial flap. A silkworm-gut suture 
is inserted into the tongue to act when needed as a tractor 
and gag combined. The first step is to estimate the 
probable length of lip required by employing compasses 
to measure and to mark the distances from the imaginary 
floor of the nostril close to the columella on the defective 
side to the imaginary lower level of the lip vertically 
below this point. This measurement is then transferred 
from the lateral and medial borders of the defective 
nostril to the muco-cutaneous line on either side of the 
cleft in a manner somewhat similar to that adopted in 
Thompson's operation. These points are marked by 
pricking the skin edge with the compass or by using 
methylene-blue on half a Dawson's pen nib. They are 
of use later on when the parts are distorted by the 
extensive freeing of the alae and lip margins to 
refresh one’s memory as to the original disposition of 
the parts. 

The process of freeing the lateral lip margin and the 
ala should now be carried out. The gingivo-labial sulcus 
is widely divided, in some cases almost as far out as the 
orifice of Stenson’s duct, and into the nostril, cutting the 
lateral cartilage from its attachment to the maxilla even 
as high up as the nasal bone. A piece of gauze on a 
periosteal raspatory acts as a satisfactory means of freeing 
the cheek from the bone, if necessary, up to the infra- 
orbital foramen. 

As the ala is lower on the cleft side and the columella 
deflected at its base towards the sound side, the nose as 
a whole appears to be twisted away from the cleft. 
These deformities necessitate more or less separation of 
the columella and ala on the uncleft side, if reposition 
is to be effective. Before doing this, cut the mucous 
membrane frora the projecting alveolus, leaving cnough 
attached about the region of the fraenum to enable the 
mucous membrane from the opposite side to be adequately 
sutured to it. The medial lip margin is then separated 
from the bone, also the columella and the normal nostril, 
being careful to avoid cutting into the nostril during the 
pre ICOSS. 

The projecting alveolus is at this stage well exposed, 
and in wide clefts where the bone projects very much, 
firm pressure with the thumb will often appreciably reduce 
it. It is not necessary to fracture it, as over-reduction is 
likely to ensue, with subsequent flattening and retraction 
of the upper lip. 
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The parts are now prepared for the plastic on the lip. 
The compass points are identified. On the lateral lip 
margin, encroaching more on the skin than on the red 
margin, an incision is made from the lower compass point 
upwards, extending into the nostril just beyond the upper 
compass point. This incision in its lower half only cuts 
jnto.the lip tissue three-quarters of its thickness, so that 
the deep mucous membrane is intact. In its upper part, 
where the lip is very thin, the deeper mucous membrane 
js incised as well and the thin filamentous strip removed. 
The lower part is now hinged backwards by continuing 
the incision from the lower compass point vertically down- 
wards through the red margin. This backwardly hinged 
flap is often broader than is necessary, and it may be 
advisable later to remove a strip of it to prevent redun- 


dancy. Bleeding is 


| 


| 
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medial flap is cut off at a point which will preserve the 
continuity of the muco-cutaneous line when approximated 
to that of the opposite side. A horsehair suture is in- 
serted, often under a magnifying glass to ensure correct 
placement, and is left untied. It is now possible to put 
in two or three more deep No. 0 plain catgut sutures, 
embracing the mucous membrane and muscle on the lateral 
margin, and the muscle and thin strip of mucous mem- 
brane on the alveolar process medially. These deep sutures 
are tied as they are inserted, after permanently tying the 
deep nostril catgut, and when all are tied the skin edges 
should lie accurately apposed. The nostril horsehair is 
then tied and the muco-cutaneous line one also, and, 
between these, two or three very fine horsehair or gossamer 
silkworm-gut sutures, preferably atraumatic, are inserted 

to complete the ap- 


stopped by mosquito 
forceps, but no liga- 
tures are ever used. 
The medial flap 
through the whole 
thickness of the lip 
is now to be formed. 
The tenotome is in- 
serted at a _ point 
which varies accord- 
ing to circumstances, 
but is approximately 
one-third of the dis- 
tance up the lip, 
between the lower 
compass mark and 
the floor of the 
nostril, or about one- 
sixth of an inch from 
the muco-cutaneous 


line. The knife is 
sometimes obliquely 
directed in such a 


way as to. obtain 
enough of the under- 
lying lip tissue to 
give fullness to the 
flap, and the in- 
cision is directed up- 
wards and  medial- 


position. 

It is now neces- 
sary to bring down 
from behind the 
lower margin of the 
hinged flap. This 
should be sutured to 
the back of the 
medial flap in such 
a way as to give 
fullness to its red 
margin where _ this 
appears to be attenu- 
ated. One or two 
sutures of fine horse- 
hair will complete 
the union of the red 
margin in front. 

Finally, in some 
cases the ala is sup- 
ported by silk- 
worm - gut suture 
passing the 
naso-labial sulcus on 
the cleft side under 
the floor of the 
newly formed nostril 
into the opposite 
nostril back 
again in close prox- 


wards to the com- 

pass point just inside the nostril where the skin covering 
the columella and the mucosa meet. The flap is opened 
out, the labial vessels secured, and a horsehair suture 
inserted into its free end to act as a tractor. 

The first suture is of strong horsehair, and is inserted 
into the skin on the lateral side level with the tip of the 
ala, passes across the cleft, and re-enters on the opposite 
Margin, to emerge inside the nostril just above the compass 
point. As this suture forms the nostril it may need 
several different insertions before a satisfactory result is 
attained, and should be left untied at this stage. To 
reinforce this a deep suture of No. 0 plain, sometimes 
chromic, catgui is used ; this passes from the deep aspect 
of the cleft in its upper part laterally under the apex of 
the ala and back again towards the mid-line, then across 
the cleft into the tissues under the columella, and back 
again to the mid-line. Having drawn this together with 
a friction knot, it should, if well placed, reinforce the 
first suture, in re-forming the nostril. In doing this try 
and roll the ala inwards, so as to avoid the persistent 
tendency which it has to evert, and remove any excess 
of tissue in the floor of the nose likely to occlude the 
airway. Leave the suture untied. 

The next suture is of horsehair, and is placed at the 
muco-cutaneous margin. The attenuated end of the 


imity to its point of 
insertion. This is tied over a piece of gauze at the 
tension considered requisite. Before tying this a rubber 
tube of appropriate size may be placed in the nostril to 
counteract the tendency which the upper margin has to 
droop, and is rarely retained for longer than twenty-four 
hours. Clean the suture line carefully with saline, re- 
moving all biood from the sutures, and dry with gauze. 
Dab with spirits. No other dressing or application is used. 
I have long ceased to use the Logan traction bow in cases 
of single hare-lip. 
Post-operative Care 

The baby should be returned to its warmed bed and over- 
heating avoided. Normal saline solution and _ glucose, 
with or without brandy, is given per rectum four-hourly. 
Sterile water is administered by the mouth until the infant 
is able to take milk feedings, which are fully resumed 
within twenty-four hours. No sucking from the breast 
is allowed until after the fifth day. 

Constant attention to the lip is imperative to prevent 
scabs and crusts forming, using gauze dipped in alkaline 
solution, saline, or boric lotion, finally dabbing with spirits 
one part and boric lotion three parts, which dries very soon. 
The nostril should be cleansed also, but any manipulation 
tending to loosen the stitches in the floor should be 
avoided, as disfiguring dilatation of the nostril ensues. 
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TREATMENT OF ASTHMA 


posterior and deep ones, which are generally spat out 
or swallowed later. The Porgett splint is used to help 
the discharge of exudate from the nose and mouth. Any 
erosion in the nostril is checked with 10 per cent. argvrol 
solution, two drops two or three times daily, followed 
by sterile paraffin (a drop or two). Sedatives are not 
used as a routine, but if there is much crying a minim 
or two of tinct. opii, repeated as required, is effective. 
The infant is discharged on the ninth day, but is reviewed 
again in four days. The palate is repaired at 2 years. 
Subsequent repairs to the lip are carried out after 4 or 5 
years of age. 


TREATMENT OF ASTHMA BY ULTRA- 
VIOLET LIGHT 


BY 


GEORGE H. DAY, M.D. 

PHYSICIAN, MUNDESLEY SANATORIUM 
By way of experiment I began in 1930 to treat asthmatic 
patients with ultra-violet irradiation. Encouraged by the 
results, I proceeded to develop a technique, record obser- 
vations, and invent explanations. 

The lamp used was a Hanovia “‘ Alpine Sun ’’ (1930 
model), 220 volts A.C. The irradiations were given to 
the whole body, back and front, at a distance of forty 
inches from the burner. Exposures were given twice or 
thrice a week. The optimum dosage was found to be 
that which produced a uniform erythema lasting twelve 
to twenty-four hours. The actual length of time for the 
first exposure varied with individuals from four minutes 
to eleven minutes. Each successive exposure was about 
one and a half times as long as the previous one. As 
the skin became pigmented, erythema production came 
to take an unconscionable time, so treatments would be 
stopped at this point for a few weeks until the pigment 
had faded and the skin resumed its erythemal response. 


Case | 

A farmer, aged 50, developed severe asthma after ill- 
managed peptone injections in 1921 aimed at relieving very 
mild hay fever. By 1930 attacks came on every few weeks ; 
he was ‘‘ never clear,’’ and could not go outdoors after dusk. 
In February, 1930, adrenaline, pituitrin, asthmolysin, and 
morphine were used nightly in increasing doses. As a last 
resource he had a short exposure to the lamp, which produced 
deep erythema ; he rang up later in the day to say that his 
‘chest was clear,’’ and he slept naturally that night. 

After two doses he had no trace of asthma for fourteen 
months and resumed all his activities. He had never been 
free for so long a period. However, at signs of recurrence 
I gave him three exposures. During the third exposure he 


received (what was for him) an overdose. That night he 
was in high delirium ; temperature was 101° F. ; chest and 


back were painfully erythematous ; his eyelids (protected by 
goggles during were almost closed with oedema. 
Joints were swollen and painful. All these symptoms, sug- 
gestive of ‘‘ serum sickness,’’ subsided by the next morning, 
except the joint pains, which were gone in another twenty- 
clear from asthma for two years 


exposure) 


four hours. He was 
after this. 

In September, 1933, he complained of ‘‘ feeling desperately 
ill.’’ For a fortnight he had felt progressively more tired 
and weak every day, until now he could barely stand. In 
addition he had vague abdominal discomfort and anorexia. 
lemperature was normal, pulse 100, blood pressure 75/60, 
heart feeble. His grip was weak, and he looked 
“shrunk in on himself.”". There was no Addisonian pig- 
mentation, and Loewi's test was equivocal. ‘‘ Acute supra- 
renal dysfunction’’ was diagnosed. Suprarenal extract 
(Parke, Davis and Co., 90 grains a day) was given, and his 
blood pressure rose steadily to 120/80 in seventeen days, at 


sounds 


which point his asthma recurred. Mild ery thema-producing 
doses of ultra-violet light were applied for the remainder of 
phe vear. In May, 1934, his blood pressure was 128/90 on 
40 grains of suprarenal extract a @iy ; weight increased by 
7 lb. Occasional tightness of the chest was kept in check 
by ephedrine, ephazone, occasional injections of 
adrenaline. 

In January, 1935, asthma set in furiously, and after ten 
consecutive disturbed nights (for both of us) the patient 
agreed to undergo more light therapy. Once again the first 
exposure gave him a natural night’s rest, and three more 
doses were given with a vicw to producing pigmentation, 
He has been clear ever since, and once again can take articles 
of diet which during asthmatic periods invariably brought on 
a spasmodic attack. 


BY ULTRA-VIOLET LIGHT 


COMMENT 

This case presents several features for discussion. A 
sufferer from importunate asthma gains spells 
of freedom after ultra-violet rays. Is the skin an 
endocrine organ which liberates a substance to restore 
the endocrine imbalance expressed by asthmatic attacks, 
either by inhibiting the over-stimulation of the vagus 
nerve or by stimulating the sympathetic nervous system? 
—and not only supplying this substance during stimula- 
tion but continuing to do so, giving immunity from 
attacks for several months, even when particular allergens 
are exhibited? The nature of this substance and its 
possible relation to erythema production and pigmenta- 
tion will be discussed later. 


Case Il 

A farmer, aged 28, had had attacks since the age of 6, 
following whooping-cough, and by now was _ reconciled to 
spending most winter days over the fire and many nights 
propped up with four pillows, with injections of adrenaline 
when he could not hold out any longer. 

Three exposures to ultra-violet light in March, 1931, rendered 
him free from attacks for seven months. During that summer, 
at my suggestion, he worked in the fields in zephyr and shorts, 


and retained his pigmentation. Although light-haired he 
tanned well. During this period he could take liberties with 
his diet. By November wheeziness and tightness of the chest 


returned ; so he was given a course of exposures until the end 
The first dose aborted the chest symptoms, and 
he was free for six months. In May, 1932, four doses were 
given, and he was free for a year. In May, 1933, three doses 
were again given and he was free until October 31st, 1933. 
Then came the most severe attack he had _ ever had. 
Adrenaline, pituitrin, atropine, barbiturates, and, finally, 
morphine were given. 

On November 2nd, 1933, at 5 a.m., he had morphine 
grain 1/4 and atropine grain 1/100 with no effect, and the 
dose was repeated at 10 a.m., again with no effect. The 
patient wrote instructions for a car to be hired—he was past 
speech—and arrived at my house at 2.30 p.m. He was 
carried gasping, cyanosed, and with protruding eyeballs into 
my consulting room, where he gesticulated towards the lamp. 
After eight minutes—I was sitting screened from the light— 
I noticed that his breathing was quieter, and he made no 
On inspection he presented an alarm- 


of December. 


reply to my comment. 
ing appearance, so I switched off the lamp and _ tried in- 
effectually to rouse him. He was in deep coma. This state 
lasted ten minutes, when quite suddenly he cleared his throat 
and was wide awake, surprised to find the lamp extinguished 
and myself and his mother standing by him. It was a 
complete ‘‘ black-out’’ (to use his expression) for him for 
more than ten minutes. His breathing and pulse became 
normal and his pressure was 120/70. After he had vomited 
he dressed himself, chatting the while, and walked to the cart. 
Since then he has kept at full work on his farm, controlling 
occasional chest symptoms with single doses of ephazone, 
Last summer he kept himself well tanned by sun-bathing. 
A striking feature of this case is the freedom from attacks 
while his skin is pigmented and the impotence of his allergens 
during this time. 
COMMENT 
What mechanism produced the ‘‘ black-out '’? One of 


the narcotic drugs taken within the preceding twenty-four 
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hours and lying latent in the tissues may have been 
liberated, flooding the system. But the coma did not 
resemble that of any of the alkaloid poisonings, although 
it was not dissimilar to that of barbiturate poisoning. 
Even if we regard the condition as one of “ surgical 
shock ’’ the question arises, What caused it? The amount 
of exposure to the rays was small compared with his 
accustomed dosage, and yet it was obviously material in 
producing the effect. 

Fortunately the remaining cases presented no untoward 
complications. 

Case Ill 

A massive, phlegmatic schoolgirl, aged 15, had had attacks 
since the age of 13. East wind was provocative, and the 
date of incidence was often two days before menstruation. 
Latterly she had been a ‘‘ weekly boarder,’’ and her worst 
attacks were on Friday nights, when she was home for the 
week-end. No psychological or protein factor could be dis- 
covered for this phenomenon, but change of diet was probably 
responsible. Her father suffered greatly from asthma, but 
he did not live at home. In November, 1932, I gave her six 
exposures in four weeks, during which time she gained 34 Ib. 
in weight and was free from any attack. She remained free 
for six months. Since then she has had one or two erythema- 
producing doses at the first sign of respiratory difficulty, 
which now only comes on every six months. 


Case IV 


A gentleman farmer, aged 38, had been bothered by short 
irrelevant asthmatic attacks. They came on chiefly in bed 
at night, but would sometimes linger during intervening days. 
In March, 1931, four exposures ‘‘ cured ’’ him, and the sun- 
bathing habit through the summers ‘‘ kept him free ’’ for 
three years all but a month. In February, 1934, his wife 
bullied him into having another course, as his (? their) 
bad nights were returning. A pigmenting course was given, 
and there have been no further attacks. 


Case V 

A willing and hard-working housewife, aged 56, in an over- 
crowded cottage, had been subject for ten years to severe 
asthmatic attacks which would incapacitate her even from 
going upstairs to bed. In December, 1931, at the third 
exposure, she proudly demonstrated her ability to lie flat 
on the couch. She had not lain flat in bed for six months. 
Throughout the winter she had occasional doses until March, 
from when she went for six months with no trace of asthma. 
In November a couple of doses appeared to abort an attack, 
and it was then two years before she came to see me again 
with threatened recurrence. A single dose was given in 
November, 1934, and she has remained well ever since. 


Case VI 

A schoolboy, aged 12, was first seen in July, 1933, in a 
typical attack of spasmodic asthma ; he had had the attacks 
for a few weeks. I gave him three exposures (his chest 
showed no abnormal signs or symptoms after the first), and 
told him he ought to keep his skin tanned in the summer sun. 
He followed my suggestion, and when I last saw him one 
could not tell where naked skin ended and khaki shorts 
began. He has had no further asthma. 


The next series of cases presented, in addition to 
asthma, an element of respiratory tract infection, exacer- 
bation of which more often than not preceded the 
asthmatic attack, often with marked pyrexia. 


Case VII 

A schoolboy developed asthma in March, 1928, when 10 
years old. He suffered from a chronic nasal discharge, and 
the attacks accompanied his recurrent acute bronchitis. In 
September, 1928, his middle turbinate bones were removed, 
his antra were explored (and exonerated), and his tonsils and 
adenoids removed. Nasal discharge ceased, as did his mouth- 
breathing, and bronchitis became rarer, but the habit of 
Spasmodic asthma continued. For two and a half years 


potassium iodide and tincture of stramonium may be said 
to have been part of his diet. School attendance was rarely 
unbroken for longer than a week. 

In February, 1931, I gave him four doses—enough to pig- 
ment his very pallid body. He developed non-pyrexial rheu- 
matic pains in his limbs, controlled and eliminated in a day 
or two by aspirin, but no more asthma for two months, 
when there was a slight recurrence. As it was a warm May 
I bade him expose his body to the real sun in the back yard 
and to keep tanned. He had no more than _ transient 
““wheeziness,’’ and did not miss another day at school to 
the end of his life eighteen months later, when he was killed 
in a road accident. 

Case Vill 

A pigeon-chested schoolboy, aged 9, had been subject to 
attacks ever since the age of 2 years—they were always in- 
augurated by acute bronchitis. He had never attended school 
for two consecutive weeks. In January, 1931, his very septic 
tonsils and hypertrophied adenoids were removed without im- 
provement. 

He was a blond and he had a great erythema reaction, 
so the dosage of ultra-violet light had to be kept low at first. 
He pigmented but slightly. There was a marked steady 
improvement, and within a week he was having unbroken 
nights’ sleep, the first for eight weeks. At the end of the 
month I recorded ‘“‘ eating furiously, plays all day.’’ He 
was free from asthma for another month. Another ‘“‘ cold in 
the head ”’ started an attack, which was apparently aborted 
by an exposure. Now the parents have developed the habit 
of bringing him along for an exposure whenever an attack 
threatens. He has been immune for as long as two months 
at a time. This is a comparatively disappointing result, but 
I have learned that lengthy immunity does not seer to obtain 
in those who do not pigment well. 


Case IX 

A girl, aged 21, living at home, was seen in March, 1933. 
She had been perfectly well until the previous November, 
when she developed acute bronchitis. Since then there have 
been a more or less persistent wheeze,and a dry cough with 
exacerbations of acute bronchitis. On examination no signs 
or symptoms of lung disease were found, with the exception 
of rhonchi over both bases with greatly prolonged expiration. 
She complained of difficulty in respiration on exertion. After 
three exposures her chest was completely clear. She had two 
more to deepen her pigmentation, and she has been well 
ever since. 

Case X 

A retired Army captain, aged 54, had been subject to 
attacks of acute bronchitis followed by asthma for five years. 
Incidentally, he is a great sufferer from flatulent dyspepsia, 
due apparently to a ‘‘ grumbling appendix,’’ and he suffers 
from recurrent attacks of B. coli pyelitis. Sandy in com- 
plexion, he has a great erythema reaction, necessitating small 
exposures to ultra-violet light, and pigments poorly. Imme- 
diately after the pyrexia of the bronchitis has subsided he 
comes for three doses of ultra-violet rays. The asthma clears 
up in less than a week, whereas he reports that formerly he 
would have nights broken by coughing and “ sitting up for 
breath ’’ for four weeks. He is convinced that a course of 
ray therapy gives him immunity for six to eight weeks. 


Case XI 


A schoolboy, aged 6, had been subject to recurrent bronch- 
itis with asthma, and never seemed to “‘ get on.’’ This boy 
was very blond, and normal doses of ultra-violet light pro- 
duced no erythema. In twenty days I gave him a succession 
of increasing exposures, which caused no erythema and no 
pigmentation. Neither did he gain an ounce in weight. 
Just after the sixth exposure he embarked on an attack of 
asthma, lasting twenty-four hours. This provoked me to give 
him an enormous exposure two and a half times as big as 
any previous dose. It produced only a moderate erythema, 
but his improvement dated from that dose. In the next 
month he gained two and a quarter pounds, and had no more 
attacks for four months—the best winter he had ever had. 
Since then he has had courses of similar massive doses at 
intervals of three, four, and five months. Even with big 
doses his pigmentation is slight. 
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The interest in this case is in the fact that ordinary doses 
nad no effect, but that massive doses not only appeared to 
check the asthma, but also affected his metabolism, causing 
increase of weight. It is doubtful whether, if the effects of 
irradiation were purely psychological, as is sometimes main- 
tained, this discrimination would obtain. 


Case Xil 

A boy, aged 5 years, had had ‘‘ croup 
had been subject to bronchitis and asthma throughout each 
winter. He is not an ideal because several environ- 
mental factors have been altered. He is the precious only 
child of a mother who had more faith in wool than in fresh 
air. Twice weekly for three weeks I administered average 
doses of ultra-violet light without once provoking an 
erythema. At the end there was no improvement in his 
“ chestiness,’’ no increase in body weight, and no pigmenta- 
tion. In the next three weeks I doubled the ‘* predetermined 
dose ’’ and produced a good erythema each time. His con- 
dition at once improved, and he gained 2} Ib. in weight. The 
following three weeks I continued on the same lines ; his 
pigmentation deepened, and he gained another 14 1b. His 
chest then remained clear for six months, and now the mother 
brings him along for two or three erythema-producing doses at 
the first sign of respiratory trouble. 


’’ as an infant, and 


case,”’ 


Summary of Apparent Results 


Compiesion | | Fiementery | immanity 
1 |50 M D rk Normal Normal | 14-24 months 
2 28 M Fair | Marked | = Normal 5-24 months 
| Fair Normal Below normal 6 months 
4 M Fair | Normal | Normal | 3 years 
5 156 F | Dark Normal | Normal 6-24 months 
6 |12'M Dark Marked Marked Nearly 2 years 
7 /13' M/ Dark Normal | Normal 2-18 months 
* 9 M Very fair Marked Below normal 2 months 
9 /21/F | Fair | Normal Normal 24 months 

10 54 M Medium Marked Below normal! 2 months 
ll | 6 M_ Very fair Much below Below normal 3-5 months 
normal 
12 5|M Very fair Mue: below Below normal 6 months 
normal 


Discussion of Results 

It will be asked: ‘‘ Can the beneficial results be due 
to suggestion?’’ Now, although asthmatics are sugges- 
tible patients, some of these individuals have persisted 
in doing well over five years and have not left treatment 
for some new fancy. Children, again, are less suggestible 
than adults. Distilled water injected with all the ritual 
of adrenaline does not abort an attack in them (nor does 
it often in an adult), and the treatment has as much effect 
on the phlegmatic child as the most valetudinarian adult. 
Two failures with children became successes with in- 
creased dosage. Further, what psychological mechanism 
can be found for those two cases who suffered from serum 
sickness? There was no breath of suggestion that Case II 
should lapse into his terrifying coma. Finally, I cannot 
help being strongly influenced by the observation that 
the deeper the pigmentation obtained the longer the 
immunity conferred. 

How, then, does it act? It must act obviously through 
changes brought about in the epithelial tissues, the capil- 
lary blood, or the superficial nerves. While admittedly 
the integrity of the axon reflex may be necessary for 
erythema production,’ claims put forward for both raising 
and lowering the sympathetic tone by irradiation seein 
equally groundless. Although waves of 3,400 to 3,900 
reach and are stopped by the blood,? I can find no con- 
vincing evidence of significant beneficial action thereon. 
It is evident that erythema is produced and maintained 
by some substance formed in the epithelial tissues. Can 
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histamine or H-substance be the agent? Absorbed into 
the general circulation it would increase vagotonus, even 
to the point of surgical shock. This would supply an 
explanation for the vagary of Case Il, except that it 
happened once only, and no other such cases were seen, 
To cover all the clinical observations it would be necessary 
to postulate that normally the H-substance activates an 
over-compensatory flow of an antagonist—say adrenaline 
—to which the relief is due, but that on one occasion 
there was not enough adrenaline immediately available to 
compensate. Certainly a cat injected with histamine 
responds with an increased output of adrenaline ; with 
the suprarenal medulla destroyed, a thirtieth of its normal 
lethal dose causes irremediable collapse.* 

Turning to the underlying allergic nature of asthma, 
one cannot help being attracted by Hindley-Smith’s hypo- 
He suggests that exposures to ultra-violet rays 
are in effect mild ‘‘ protein shocks ’’ which gradually 
desensitize the individual. This means the formation 
and liberation of a protein normally foreign to the tissues, 
Though clinically there is similarity between the end- 
results, my objection to this theory is that neither the 
two patients who received overdoses nor in any of the 
others was there produced anything resembling protein 
shock reaction. Effective protein therapy should provoke 
a reaction after each injection, sometimes slight, some- 
times severe. Ultra-violet ray exposures, producing no 
such reactionary phenomena, nevertheless give the same 
relief and immunity. I therefore suggest the following 
mechanism, which involves the relation between melanin 


thesis.* 


and adrenaline. 

It is notorious that a sudden shock, such as is experi- 
enced in a narrowly averted accident, will cut short an 
asthmatic attack, presumably by a sudden flooding of 
adrenaline into the circulation. On the other hand, we 
know that prolonged strain, caused by heavy exertion, 
or even by business worries, such as might drain the 
suprarenals of their secretion, is often followed by an 
asthmatic attack. Also prolonged strain, worry, or a 
septic focus will cause a more rapid loss of pigmentation 
than normal. 

Can ultra-violet rays have any action on the adrenaline 
content of the blood? Adrenaline itself cannot be formed 
in the epithelial tissues near the capillaries, or it would 
cause vaso-constriction, whereas in fact erythema obtains. 
Let us assume that the parent substance of both adrena- 
line and melanin (which we will call dopa-substance’) 
originates in the epithelial cells, and that the action of 
ultra-violet light stimulates the production of this dopa- 
substance. It is carried in the blood stream to the supra- 
renals, where part is converted into adrenaline, which 
proceeds to maintain sympathetic tone. Excess of the 
dopa-substance is converted and fixed by the oxidase in 
the epithelial cells to form melanin granules, which are 
thus a store of potential adrenaline. We might even 
imagine the melanin granules, by their shading effect, 
easing off the production of dopa-substance. When the 
body's call for adrenaline lowers the dopa-substance 
content, as in conditions of strain, fatigue, and_ sepsis, 
melanin is reconverted into dopa-substance and_ the 
suprarenals are supplied with more raw material. Also, 
the disappearance of pigment allows increased production 
of dopa-substance by the action of light. With disease 
of the suprarenals we should expect more dopa-substance 
in the blood stream than they could convert to adrena- 
line, and this excess would be stored as pigment. 

This mechanism would account for the comparatively 
poor results in the case of blond patients, and for the 
long immunity enjoyed by the well pigmented. Also, it 
might be invoked to account for the immunity experienced 
at high altitudes, not on the grounds that the air there is 
allergen-free (for it is not, neither is the food), but by 
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— 
reason of the greater wealth of ultra-violet rays in the 
solar spectrum at those heights. Unfortunately, even this 
mechanism fails to explain all the clinical phenomena. 
For example, Case I, during his asthmatic attack, was 
apparently suffering from acute suprarenal dysfunction ; 
which means either that there was an inadequacy of dopa- 
substance, or else that the suprarenals were failing to 
convert it to adrenaline. The fact that he did not 
igment in an Addisonian manner does not necessarily 
indicate the latter ; it may have been too slight to be 
noticeable. He was given suprarenal extract (empirically) 
by mouth, and this was followed by improvement. But 
we do not know the real effect of suprarenal extract given 
by mouth. It may be the adrenaline céntent that is 
absorbed, or a ferment—in which the suprarenals are 
temporarily deficient—for converting dopa-substance into 
adrenaline. Whichever it may be, the whole scheme 
breaks down when the patient—on regaining his supra- 


renal function and normal blood pressure—develops an | 
attack of asthma. One would have expected him to do | 
this earlier, when his adrenaline production was at a low 


ebb. The only possible (and to my mind rather weak) 
plea is that he may not have had the allergic provocation 


| ‘ Hindley-Smith, J. D.: 


during that time. Then the coma by which Case II 
distinguished himself cannot be explained by this 
mechanism. 

Summary 

1. The beneficial effects of actinotherapy in cases of 
asthma cannot be attributed alone to the suggestibility 
of the patient. 

2. At present no theory can be propounded which 
covers all the clinical observations. 

3. The most striking clinical observation—that is, the 
relation between immunity and pigmentation—leads me 
to propound a theory involving the relation of adrenaline 
and melanin. 

- 4. It is perhaps noteworthy that in none of these twelve 
asthmatic patients or in any of the fifty to sixty patients 


_ treated by ultra-violet rays for other conditions has 


pulmonary tuberculosis manifested itself either during 
treatment or subsequently. 
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What are the advantages of spinal anaesthesia that we 
are here discussing it when we have so many other anaes- 
thetic methods? Its main advantage, in addition to 
analgesia of the operative field, is that it provides a 
complete relaxation of the abdominal muscles and blocks 
all passage of nervous impulses from the operation area 
to the cerebrum. Thus it allows an operation to take 
place painlessly and without shock, and facilitates the 
work of the operator by eliminating any possible trouble 
from straining muscles and from bowel intruding into 
the area. 

This argument in favour of spinal anaesthesia is really 
sounder than it appears. We are all aware that the 
patient is the person of first importance in an operating 
theatre, and that everything done there should be for 
his benefit alone. It is a perversion of this reasoning 
that makes many say that spinal anaesthesia is for the 
benefit of the surgeon alone, and that his convenience 
has not to be studied before that of the patient. If this 
train of thought were complete the argument would be 
unanswerable, for statistics (reliability not guaranteed) 
can be produced to prove that spinal anaesthesia is a 
slightly more dangerous form of anaesthesia than gas or 
ether. However, the extent to which the surgeon's work 
is facilitated is the extent to which the performance of 
the operation is rendered easier, and the patient is the 
one who gets the most benefit out of this. 

If a major operation with a definite mortality is 
rendered easier to an extent which can be measured in 
fractions of a hundred by the use of an anaesthetic, the 
danger of which can only be measured in fractions of a 
thousand, the percentage increase in safety of the opera- 
tion more than offsets any decimal percentage increase in 
the danger of the anaesthetic. My argument is that one 
should not consider the mortality rates of the anaesthetic” 


I am quite sure that in any two series of one major 
operation performed by one surgeon, one under spinal 
anaesthesia and the other under general anaesthesia, the 
spinal anaesthesia series would be better, both as regards 
immediate and late mortality and as regards smoothness 
of post-operative course. When it is realized that, in 
addition to this, there is a complete abolition of the 
flow of painful shock producing stimuli from the opera- 
tion area to the cerebrum, then it must be concluded that 
the use of spinal anaesthesia has much to commend it. 


Contraindications 


It is convenient to recall first that the contraindications 
may be classified under the following headings: (1) cardio- 
vascular, low blood pressure and anaemia, angina, and 
coronary thrombosis ; (2) nervous, whether organic or 
functional ; and (3) general, including septic conditions 
of the spine and the height of the operative field. 

In the presence of some of the above-mentioned con- 
ditions—for example, coronary thrombosis, spinal sepsis, 
and vascular or inflammatory disease of the spinal 
cord—spinal anaesthesia is absolutely contraindicated. 
In the presence of the other conditions mentioned it 
must be used only after the closest consideration, and 
only if the use of the other forms of anaesthesia available 
would seem to be fraught with more danger than spinal 
anaesthesia. 


General Indications 


The general indications for spinal anaesthesia are any 
operation below the umbilicus which, by reason of its 
severity, is likely to produce a condition of surgical shock 
in the patient, or any such operation in a patient to 
whom, for any reason, the administration of general 
anaesthesia of any sort is likely to lead to pulmonary, 
cardiac, or renal complications. The absolute indication 
for spinal anaesthesia is an operation taking place below 
the umbilicus and being of such nature as to involve 
the possibility of surgical shock or a long operation which 
would threaten pulmonary complications from protracted 
inhalation anaesthesia. 


Optional Indications 


and the operation separately, but rather in combination. 


* Read in opening a discussion in the Section of Pharmacology, 
erapeutics, and Anaesthesia at the Annual Meeting of the British 
Medical Association, Melbourne, 1935. 


The absolute indications for spinal anaesthesia practi- 
cally make themselves, and most thinking surgeons will 
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not have to use any mental effort. It is, however, in 
the group of what I have, for the sake of argument 
(argument—for I fear many will disagree with me), called 
the ‘‘ optional ’’ indications that there may be room for 
differing opinions. Some cases are quite suitable for in- 
halation anaesthesia, but can also be undertaken under 
spinal anaesthesia ; gynaecological cases are typical 
examples, also inguinal herniotomy, prostatectomy, and 
haemorrhoidectomy. To switch over this large group of 
cases from the usual methods of anaesthesia requires much 
confidence in the safety of this method of anaesthesia. 
By its gradual introduction to this group of cases I have 
acquired that confidence. Most of 
category have spinal anaesthesia unless there is some 
reason why it should not be used. 

Another experience that parallels my own may with 
profit be related here. After some persistent persuading 
by me Mr. R. F. O'Sullivan, senior gynaecologist to 
St. Vincent's Hospital, agreed to try spinal anaesthesia 
Fortunately there were some good 
He continued, 
more, without 


in some of his cases, 
results at the beginning of his series. 
therefore, to use the method more and 
any further persuasion, until now he has reached the 
stage where spinal anaesthesia is the anaesthetic of choice, 
and is given unless there are contraindications. 

I consider this a most valuable argument, for here we 
have a series of operations of a very similar type, per- 
formed by a surgeon with an established technique. Thus 
we cut out two of the varying factors which influence 
the results in my series of cases. Mr. O'Sullivan has 
continued the method, for he feels that it gives him 
greater ease of operating, and that this operating yain 
is reflected in the after-history of the patients whilst 
in hospital. He is of the opinion that there is much 
less post-operative vomiting and hardly any distension, 
and that the hospital stay is definitely shorter. 

With this in mind you will wonder how it is that 
anaesthesia has such an atmosphere of danger 
around it. I believe that it arose from the days when 
surgeons used it only for their bad and risky cases. They 
knew of its earlier and bad reputation, but heard that 
nowadays, with improved technique and better drugs, it 
was safer, and so, though they would not try it in routine 
cases, they used it in their bad and desperate risk cases. 
It had to be associated, consequently, with a large mor- 
tality on account of the type of cases for which it was 
used, and so the surgeon came to have a feeling that spinal 
anaesthesia was associated with deaths. 

My own practice at present is to use it in all operations 
for which it is suitable and for which there does not 
exist any shadow of contraindication—for example, the 
case for which previously ether was employed. I believe 
that it has improved my immediate results immensely : 
there has been only one death which could be ascribed 
to the anaesthetic. This occurred some years ago, and 
the post-mortem examination disclosed coronary sclerosis. 
I have seen exactly the same thing in an inhalation 


anaesthesia death. 


spinal 


Herniotomy 

There is no doubt that in some cases where muscle 
plastics are required on the abdominal wall its use, if 
possible, is a necessity. I refer to those large incisional 
hernias which with the usual technique are impossible 
to repair. Spinal anaesthesia renders repair possible and 
occasionally easy. 

It is sometimes my custom to use spinal anaesthesia in 
operating on the ordinary hernia cases. Needless to say, 
in incisional hernia, owing to the complete relaxation, 
the repair is easier and therefore more certain. In direct 
hernia, again, where a careful muscle plastic is so neces- 


my cases in. this 
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sary, the use of spinal anaesthesia allows this to be easily 
performed. <A strangulated hernia is also a very favour. 
able case for spinal anaesthesia. because the relaxation 
facilitates reduction of the gut, and if necessary the 
abdomen can be opened without any trouble. 

For the ordinary run of inguinal herniotomies the em. 
ployment of spinal anaesthesia may be described as using a 
steam hammer to crack a walnut. This is quite justifiable 
criticism, except that it is usually uttered by the man 
who, instead of anaesthetizing the lower half of his patient 
with intraspinal novocain, anaesthetizes the whole of him 
by inhalation ether. The ideal anaesthetic for tkis patient 
is local infiltration, and this I frequently use, but it is 
a little time-consuming, and not so easy when there is 
a bilateral hernia. Again, the patients with this com- 
plaint are usually healthy young adults, who will take 
all forms of anaesthesia, including spinal anaesthesia, 
without any risk at all. Hence I consider the use of 
spinal anaesthesia is quite legitimate. 


Appendicectomy 

In acute appendicitis the indications are to remove an 
appendix, generally swollen and sometimes very friable, 
without soiling the adjacent bowel and without causing it 
to rupture. In this connexion I have seen it stated by 
surgeons of some renown that, rather than struggle with 
tight muscles, they cut right through all muscle layers to 
the peritoneum. Their reasoning is right so far as it goes, 
but by using spinal anaesthesia they would obtain the 
same excellent view of the appendix without incurring 
this risk of post-operative hernia. 

The relaxation and quiet abdomen of spinal anaesthesia 
creates the ideal state of affairs for the safe removal of 
an inflamed appendix. An argument against the use of 
spinal anaesthesia is that the increased peristalsis pro- 
duced by it is likely to cause the appendix to rupture. 
I have never seen this happen, and I believe that the 
number of appendices ruptured by this means will be far 
less than the number ruptured by the attempt to deliver 
it whilst the patient's abdominal muscles are tense. 


Prostatectomy 

Prostatectomy supplies us with cases where opinions 
differ. Harris of Sydney has definitely given up spinal 
anaesthesia, as he felt that he had more post-operative 
trouble when he was using it than before and_ since, 
Devine of Melbourne has expressed to me the opinion 
that cases of prostatectomy in which he had tried spinal 
anaesthesia had healed more slowly than others in which 
he had used ether or gas. 

For my own: part I like the use of spinal anaesthesia 
with these cases. I do not use it as a routine, for there 
are many of these cases which are unsuitable for a spinal 
anaesthetic, and others are better anaesthetized with gas 
or ether. 

Intestinal Obstruction 

This is another condition in which there is divided 
opinion about the advisability of using spinal anaesthesia. 
Some say that in very sick people suffering from this 
disease the risk is too great. To my mind this argument 
is not valid. I think that this condition provides an 
excellent example of the advantages to be gained by 
facilitating the work of the operator. The anaesthesia 
is so perfect and so quickly obtained that the exploration 
for the cause of the obstruction proceeds very quickly 
the necessary operation is pertormed without having 
bowel constantly forcing itself over the field ; and the 
wound is sewn up quickly and well, for again one is freed 
from the worry of intestines forcing themselves into the 
field. 
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Pre-medication 


Pre-medication is like the telephone or the talkies. 
One did without it for years and apparently did not miss 
it; but now it is here—here to stay, and everybody wonders 
how we got on without it in the past! It fulfils two 
purposes: first, and to my mind most important, it 
serves to allay the fears of the patient. I suppose that 
even the strong st patient in the hands of the _ best 
surgeon, and certainly the sick patient who does not 
know anything about surgery or his surgeon, must feel 
the fear of death, for it is common knowledge that 
patients do die on the operating table. Generally also 
there is the fear of the unknown, whichsI should say is 
common to all patients. 

The fear of being operated on whilst still conscious is 
another very frequently expressed fear. All or some of 
these, not to mention others, are more or less the experi- 
ence of all patients ; some express their fears, others do 
not, but feel them just as definitely. These fears arise 
at different times with all patients, but probably begin 
earlier than most of us suppose. I think that the sooner 
treatment for them is begur the better and happier 
will they be. It is my custom to require patients to 
stay in hospital for two or three days before any opera- 
tion of any consequence ; they are given a_ bromide 
mixture during this time. The night before the operation 
they receive some barbiturate in addition, as this is 


' probably the worst time for the nervous ones. 


On the morning of the operation the patient is given 
morphine and hyoscine in varying amounts, and in divided 
doses. The hyoscine is injected about three hours before 
operation time, and the amount varies from 1/100 to 
1/300 of a grain. The morphine is injected about one 
hour before, and the dose ranges from 1/8 to 1/3 of a 
grain. The smaller doses are for sick or feeble people, 
and the larger for strong, healthy adults. The average 
doses given would be: hyoscine 1/150 and morphine 
1/6 of a grain. Paraldehyde, with morphine and hyoscine 
as a preliminary, is given occasionally per rectum. The 
other idea of pre-medication is to lessen the amount of 
anaesthetic used in case of inhalation anaesthesia, but in 
spinal anaesthesia we wish the patient to be definitely 
sleepy, and not to be alarmed by the noises of the 
operating theatre. 

One feature of spinal anaesthesia which is _ not 
good is the spasm of vomiting ; it occurs some ten to 
fifteen minutes after the induction of the anaesthesia. 
It is doubtless due to the fall in blood pressure occurring 
and producing a feeling of nausea. A patient who has 
been well pre-medicated will not be conscious of this 
nausea, and will probably not vomit. 

The case for pre-medication is that it allays the pre- 
operative fear of the patient, reduces the mental strain 
of the operation, and makes him impervious to the nausea 
that accompanies the lowered blood pressure of spinal 
anaesthesia. I am aware that there is a school which 
has a decided opinion against pre-medication, but I think 
all patients should have some pre-medication. If there 
is any danger of pulmonary complications ensuing as the 
result of a long period of quiet breathing I like to make 
the dosage as light as possible. 


Technique 


My own experience started with tropacocaine, but this 
has long been dropped in favour of novocain, which is 
supplied in dried sterile crystals contained in a sterile 
glass ampoule by the Anglo-French Drug Co., and labelled 
“neocaine.’’ It is put up in amounts of 10, 12, 15, and 
20 cg. My practice is to select a spot for puncture 


between the vertebral spines and to anaesthetize the skin 
with a very fine needle and 2 per cent. novocain solution. 
The track into the spine is then further anaesthetized 
with the same solution. A fine-bore lumbar puncture 
needle is then passed through this area until it is estimated 
to be close to the dura. The stylet of the needle is 


then withdrawn and the needle is pushed on gently until 


it perforates the dura. This perforation can generally be 
heard. 

When the fluid starts to flow a 5 c.cm. syringe is 
attached to the needle, and 2 c.cm. of spinal fluid: is 
withdrawn. A plug is placed on the needle to prevent 
the further flow of fluid, and the crystals in the ampoule 
are dissolved in the spinal fluid by sucking and ejecting 
it from the syringe. When solution is complete, the fluid 
is injected back into the dura, and a little barbotage is 
done. As a rule 1 c.cm. is injected, the cerebro-spinal 
fluid is again withdrawn into the syringe to 3 c.cm., and 
the whole is finally injected. Before injecting it is 
necessary to be quite certain that the end of the needle 
is lying definitely in the cerebro-spinal fluid. Sometimes 
the fluid will drip slowly from the needle, but cannot 
be sucked. In these cases it is better to inject the whole 
of the solution at one attempt, rather than to try any 
barbotage. In my experience this has never made any 
difference to the depth of the anaesthesia. 

The lumbar puncture needle is withdrawn, and through 
the same skin spot some ephedrine (up to 0.5 grain) is 
injected into the lumbar muscles. The patient is then 
made to lie down (if he has been sitting), and is turned 
over on to his back, if he were injected lying on his side, 
and is immediately placed in a slight or moderate Tren- 
delenburg position. The operation may begin after about 
five minutes. Occasionally the patient will be able to 
feel touch but not pain ; if he states that he can feel, 
he should be put to a pain test ; towel-clip squeezing 
generally affords proof that the operation may start. 

For perineal operations, haemorrhoids, and cytoscopy 
I use 10 cg. injected quite slowly below the fifth lumbar 
spine. For operations on the inguinal region I give 12 cg. 
into the fourth space ; for appendicectomies, 12 cg. into 
the third space ; and, when I desire complete anaesthesia, 
15 cg. into the second space. 


Post-operative Complications 


I have had an occasional case of headache. Such cases 
are rare, and can generally be cured by placing the patient 
in the Trendelenburg position for a few hours. I have 
also had a couple of cases of neck pain ; this was rather 
hard to treat, but passed off fairly quickly. I have seen 
no cases of eye muscle paralysis or any spinal complica- 
tions. 

I consider spinal anaesthesia to be a method of anaes- 
thesia with a definite field of usefulness, which I think 
will be found to be more and more extensive with practice. 
I have presented to you perhaps the more or less biased 
viewpoint of the enthusiast, and I expect that some will 
disagree with me. 


At the annual meeting of the governors of the Doncaster 
Royal Infirmary it was pointed out that during the year 
some ninety-nine patients were treated at the hospital 
after road accidents, though payment was received in 
only thirty-six cases. The total expenditure on the new 
Royal Infirmary in the last nine years had been £198,000 
and the total debt at present was £33,000. Nevertheless 


it was proposed that the scheme for extension of the - 


hospital should be continued. Members of the Board of 
Management were elected and thanks were expressed to 
the Board, subscribers, and all supporters of the institution. 
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SPONTANEOUS RUPTURE OF THE 
URINARY BLADDER 
WITH THE REPORT OF A CASE 


WILLIAM MORTON, M.B., Cu.B. 


ASSISTANT MEDICAL OFFICER, ANLABY ROAD HOSPITAL, HULL 


It is customary to classify ruptures of the urinary bladder 
as extraperitoneal and intraperitoneal, and as traumatic 
and spontaneous. I report this case of spontaneous intra- 
peritoneal rupture of the bladder in the hope that it may 
be of interest because of the rarity of the condition and 
the unusual contributory cause. 


Case History 


and a domestic 


The patient, a female aged 37, single, 
servant, first consulted her doctor complaining of painful and 
difiicult micturition. Cystitis was present, and the usual 
alkaline diuretic mixture was prescribed. Three days later 


she sent for the doctor. He found a large tumour, resembling 
in appearance a nine-months pregnancy, ansing from the 
pelvis, and on examination per vaginam made a diagnosis 
of uterine fibroids. He advised her immediate admission to 
hospital, but unfortunately she refused to follow this advice. 

The following day he received an urgent summons to the 
patient. She was in a state of collapse, cyanosed, and practt- 
cally pulseless, and had vomited frequently during the day. 
Her relatives said that she had become steadily worse during 
the past twenty-four hours, and in that time had passed very 
little urine, but she would not allow them to send for the 
doctor. She had begun to menstruate three days previously. 

1 give the doctor’s own description of his findings. ‘‘ The 
abdomen was distended and tympanitic. It looked like a full- 
time pregnancy. On examination per vaginam I found the 
vaginal mucous membrane very swollen and turgid. There 
was menstrual discharge. Posteriorly a large fibroid was felt. 
I had been given a history of difficult micturition, but total 
retention had only been present for twelve hours. Accordingly 
I passed a catheter and withdrew twelve ounces of urine, which 
contained blood and pus. The meatus was difficult to find 
on account of the swollen mucosa and the menstrual discharge, 
but once inserted the catheter passed quite easily into thé 
bladder.”’ 

Thereupon he sent the patient to hospital, where I saw her. 
On admission she obviously was in extremis, and too il! 
cither for examination or for surgical intervention. She died 
within fifteen minutes of admission. Permission for a_ post- 
mortem examination was granted. 


Post-mortem Findings 

On opening the abdomen I found a condition of generalized 
peritonitis. There was a quantity of fluid in the right side, 
below the liver, and extending down to the dome of a large 
globular tumour, which arose from the pelvis. This collection 
of fluid was shut off by omentum. The tumour was found 
to be a greatly distended urinary bladder. From the apex 
of the distended fundus a stream of urine was escaping from a 
small perforation, situated slightly to the left of the mid-line. 
The bedy of the uterus carried three large mural fibroids, and 
a fourth from the posterior surface of the cervix was wedging 
itself and the uterus into the pelvic cavitv. The left kidney 
pelvis was slightly dilated. Nothing of note was found in 
the other abdominal, pelvic, or thoracic organs. The apex 
of the distended bladder was stretched and thinned to such 
an extent that it was almost transparent. The mucous mem- 
brane inflamed, and over an area of one square inch 
was necrotic. In the centre of this necrotic area was the 
perforation already described. The mucosa of the whole 
bladder was oedematous and inflamed. Urine obtained post 
and various cocci. 


was 


mortem contained blood, pus, B. 


Discussion 
Retention of urine must have resulted from the presence 
of the uterine fibromyomata. It could have been caused 
either by direct pressure of the fibroids or by the growing 
tumour displacing the bladder upwards and forwards, thus 
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URINARY BLADDER 


In this case both 
factors were probably present, for pressure of fibroids op 
the neck of the bladder would produce oedema, and so 
partially obstruct the urinary outflow. The patient’s 
doctor stated that he had no difficulty in passing the 
catheter into the bladder once it was inserted, so the 
mechanical pressure cannot have created a complete stop- 
page of the urethra. Further, he stated he had difficulty 
in finding the meatus, which difficulty would be explained 
by a stretched urethra pulling its orifice within the vagina, 
Also the fact that menstruation had begun three days 
before rupture occurred suggests that the increased pelvic 
congestion so produced changed a partial into a complete 
retention. Retention of urine is a well-known complica- 
tion of a retrodisplaced pregnant uterus, and it is of 
interest to note that in such cases actual rupture has 
taken place.! 

In the absence of other sources of infection the cystitis 
must have been subsequent to the retention. The oedema 
around the bladder neck would interfere with the blood 
supply to the whole organ. These two conditions—in- 
fection and circulatory impairment—would lead to necrosis, 
and eventually, with further distension, necrosis would 
be followed by perforation. The escaping urine had been 
walled off to form what might be described as a far- 
extending subphrenic collection of fluid. H. W. Cave? 
has reported a case of spontaneous rupture of the bladder 
in an elderly woman, in which the condition found on 
operation was similar to that found in this case. He 
writes : 

“* From the upper quadrant two gallons of clear fluid were 
evacuated ; the greater omentum had for some unexplained 
reason walled off this large quantity of fluid beneath the 
liver. . We found, to our surprise and delight, a small 
punched-out hole in the dome of the bladder, to the left of 
the mid-line. From the opening fluid trickled.”’ 


Spontaneous rupture of the bladder fortunately is of 
rare occurrence. Ina series of twenty-two cases of rupture 
reported by Kahle and Beacham®* four were classified as 
spontaneous. In these four a pathological condition of 
the bladder wall was found, and in three obstruction had 
been caused by a hypertrophied prostate. B. H. Alton 
described another case, which occurred in a patient with 
a tuberculous bladder. A. T. Jones® reports a case in 
which rupture was produced in a woman with a distended 
bladder by the very gentle exertion of sitting up in bed 
to swallow some medicine ; but probably this should be 
classified as traumatic. 

From the foregoing it would appear that spontaneous 
rupture of the bladder does occur, and that the two 
precursors of this event are distension and a pathological 
condition of the bladder walls. How long these two con- 
ditions had been present in the case I have described it 
is impossible to tell. A patient so reticent as this one 
would have suffered pain and discomfort for many months 
without seeking advice. From the history, retention must 
have existed for some considerable time, and apparently 
had been subject to remissions. In brief, the pathological 
sequence would appear to have been: uterine fibroids, 
partial retention of urine, cystitis, onset of menstruation, 
perforation, and, finally, fatal peritonitis. 

I wish to express my thanks to Dr. N. Gebbie, medical 
officer of health, for permission to publish this report ; to Dr. 
I). L. Macrae Tod, senior medical officer, for helpful sugges- 
tions ; and to Drs. Barker and Dunn for the information they 
kindly gave me about the early history of the case. 
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CLINICAL MEMORANDA a 15 


Clinical Memoranda 


Carcinoma of Bronchus Simulating a Mild 
Seplicaemia 

The case reported below illustrates the difficulty in arriving 
at a correct conclusion in some cases of pyrexia. There 
have been several similar cases in this hospital, where 
carcinoma of the lung with prolonged pyrexia has led to 
a dificulty in diagnosis. It is also of interest on account 
of the absence of symptoms, in spite of marked involve- 
ment of the suprarenals. 

An engineer aged 27 years, a patient of Dr. Rowlands 
of Waterloo, was admitted to Walton Hospital in June, 
1935. Dr. Rowlands kindly furnished the following notes: 


‘This patient has been in another hospital for some months. 
No definite diagnosis was made, except that it was suggested 
that it might be a mild streptococcal septicaemia. 

‘* About a year ago he started to have pains in his back, with 
some frequency of micturition. He still has marked pain, 
associated with great muscular weakness and mild pyrexia. 

‘“When in hospital the blood was sterile, ¥-ray of the chest, 
spine, and sinuses proved negative, the Wassermann reaction 
was negative, and agglutination tests for the enteric group and 
B. abortus were negative. There were no tubercle bacilli in the 
sputum, and the blood picture showed a secondary anaemia.”’ 

On admission to Walton Hospital the patient was bed- 
ridden, emaciated, and slightly anaemic. He ran an 
irregular temperature, varying between 101° and 97°, for 
the whole period, until his death in August, 1935. He 
complained of pain in the left lumbar region, and the 
involvement of the pyramidal tracts was manifested by 
a bilateral extensor response. No definite sensory changes 
were found, and the cerebro-spinal fluid was normal. The 
left knee-jerk was absent. A provisional diagnosis of cord 
tumour was made at this time, and the spine was x-rayed, 
but there was no evidence of any changes suggesting neo- 
plasm. The chest was also x-rayed, and the report was: 
“ Bronchopneumonic infiltration of both lungs, probably 
non-tuberculous.’’ No Bence-Jones protein was found in 
the urine. The blood count, later, showed a well-marked 
hypochromic anaemia of the secondary type, with a normal 
white cell count. Blood culture was negative. 

The patient's condition remained fairly constant, but 
a few days before death he had a series of epileptiform 
convulsions. There was no pigmentation of his skin 
throughout. 

Post-MORTEM REPORT BY DR, DAWBARN 

A small primary carcinoma of one of the bronchi was 
situated about halfway between the hilum and the base of 
the right lower lobe. Malignant glands were found at the 
roots of the lungs and many small secondary growths in 
both lungs. The lungs were congested at the bases. Heart : 
Very little fat; no valvular disease. Spleen: Ten ounces ; 
no metastases. Liver: Many metastases up to the size of 
cherries, and a strawberry gall-bladder. Pancreas, stomach, 
and intestines ; Normal. Kidneys : Several small metastases 
in each. Right suprarenal: Almost destroyed by growth. 
Left suprarenal: Extensively involved. Bladder, ureters, 
prostate, and testes: Normal. Spinal column: Many meta- 
stases ; several protruding anteriorly from the bodies of the 
lower lumbar vertebrae, and several protruding into the spinal 
canal in the lumbar and dorsal regions, pressing on the cord. 
Brain: ? one metastasis over the upper part of the right 

fissure of Rolando ; otherwise normal. 

Microscopy : Sections show a carcinoma of the bronchus 
with metastases in the liver and suprarenal, but not in the 
meninges or brain. The growth is of the adeno-columnar 
cell type. This is typical of growths from small bronchi, 
according to Geschickter.! 

I wish to thank the medical superintendent, Dr. McWilliam, 
and his assistants for their help. 

Liverpool. 


Reviews 


THE EXTRA PHARMACOPOEIA: PART II 
We welcome the appearance of Part II of the twentieth 
edition of Martindale and Westcott’s Extra Pharma- 
copoeia.*. This work has maintained its popularity for 
generations, and has come to be regarded as an almost 
indispensable source of quick information. 

When Mr. W. H. Martindale died in 1933 there was a 
general anxiety as to the future of these useful volumes, 
but we are glad to say that the Pharmaceutical Society 
has undertaken the responsibility of preparing future 
editions. Mr. Martindale performed a great service to 
the medical profession by taking charge of this work for 
many years, and those who used the volumes marvelled 
equally at his amazing energy and his breadth of know- 
ledge. The work was, however, rapidly outgrowing the 
powers of any one individual, and, in fact, Mr. Martin- 
dale’s devotion to this task undoubtedly hastened his 
death. The Pharmaceutical Society has arranged for the 


volumes to be edited by Mr. C. E. Corfield, the editor of ~ 


the British Pharmaceutical Codex, with the assistance 
of a number of experts. It is proposed to maintain the 
general character of the volumes, but to make a thorough 
revision of the kind that is bound to be required periodic- 
ally in the case of works that gradually expand through- 
out frequent editions. 

The contents of the volume under review fall into four 
chief sections. First, analytical addenda to chemicals 
and materia medica described in vol. i (204 pages) ; 
secondly, data on chemistry and chemical pathology 
(156 pages) ; thirdly, notes on dietetics (146 pages) ; 
fourthly, bacteriological and clinical notes (236 pages). 
In the analytical section particular attention has been 
paid to drugs for which new standards have been intro- 
duced, and these notes incorporate the advances made 
in the current editions of the B.P. and the B.P.C. 
Information is also given about the standards provided 
by foreign pharmacopoeias. The section on dietetics is 
particularly interesting, and includes an excellent sum- 
mary of the present state of knowledge of the chemistry 
of vitamins. Forty pages are devoted to the chemistry 
of milk, and an abstract is given of the current official 
regulations and tests. The bacteriological and clinical 
notes contain a large amount of varied information. The 
sections on sterilization, disinfection, and chemotherapy 
summarize clearly the principles involved in these pro- 
cesses. No fewer than twenty-five pages are devoted 
to * rays, radium, and electrotherapy. 

In general, we may say that the volume maintains its 
reputation for presenting a great deal of varied informa- 
tion in a compact form. It has been compiled by a 
team of specialists, including not only pharmacists and 
organic chemists, but also experts on such subjects as 
biological standardization, vitamins, and radiology. Con- 
sequently the level of accuracy is very high, and the 
articles provide excellent summaries of recent knowledge 
in a wide range of sciences. 


PSYCHIATRY 
Dr. MacFie CAampBeELL has written a useful book entitled 
Destiny and Disease in Mental Disorders.* The contribu- 
tions of this writer are well known to psychiatrists in this 
country, and they are always stimulating and encouraging. 
Those who have spent many years in the care of mental 
patients cannot have failed to come to the conclusion that, 


The Extra Pharmacopoeia, Part II, Twentieth edition. The 
Pharmaceutical Press and H. K. Lewis and Co., Ltd., London. 
1935. (Pp. 889. 22s. 6d. net.) 

* London: Chapman and Hall, Ltd. 1935. (Pp. 207. 10s. 6d. 
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no case is like another. This is particularly evident in 
the schizophrenic group, and Dr. McFie Campbell quite 
rightly reminds us once again in his book that no general 
formula can do justice to the particular circumstances of 
the individual case. General formulae are dignified and 
diagnostic terms give comfort, but they are verbal 
symbols which are apt to do violence to the particular 
circumstances of the individual case. The author suggests 
that one should reject the familiar diagnostic terms, and 
insists that more important than the formal diagnosis 
of the case is its formulation in terms of the forces of 
human life, based on the painstaking dynamic analysis 
of the patient in his relation to the environment. This is 
an encouraging book. Many schizophrenic patients can 
be greatly helped to achieve a state of mental health, 
though on the surface it would seem that the prognosis 
is unfavourable. This book would be particularly useful 
to those who are beginning their career as medical officers 
It would do something to dissipate 


in a mental hospital. 
‘nothing can be done’’ for the 


the impression that 
schizophrenic patient. 


The issue ef a fourth edition of Drs. STRETCKER and 
EspauGH's Clinical Psychiatry® shows that the previous 
editions have bec much appreciated by those who were 
specializing im mental medicine. This latest edition has 
been rewritten and much new material has been incor- 
porated within its pages. The authors adhere to Adolf 
Meyer's psychobiological point of view, as they are of 
the opinion that this eminent psychiatrist seems to have 
laid a foundation for an American school of psychiatry. 
There is an excellent chapter, covering 100 pages, on 
psychoneurotic reaction types, and in the concluding 
chapter Dr. Leo Kanner writes an admirable article on 
psychopathological problems of childhood. 


URINARY INFECTIONS 


It is always pleasant to read a book in which the author 
states clearly his own opinions on his subject, even 
though we may not entirely agree with all his conclusions. 
Mr. T. E. HamMonp, in his Infections of the Urinary 
Tract,* gives us his own opinions on this important 
subject, with scarcely an allusion to the work of others. 
This makes the book interesting to one who knows some- 
thing about the subject, but diminishes its value when 
placed in the hands of a beginner. 

There are two main themes in the work. The first is 
the influence of “‘ diathesis '’ upon disease, and the second 
is the risk of too early surgical intervention. In dis- 
cussing the first of these Mr. Hammond divides infections 
of the urinary organs, and indeed all infections, into two 
types, the ‘‘ sthenic "’ and the “‘ asthenic.’’ In the first, 
the temperature is high, the pulse full and bounding, 
the pain severe, pus is formed in large quantities and is 
thick and yellow, and healing is accompanied by much 
fibrosis. Staphylococcal infections are given as examples 
of this type. On the other hand, the ‘‘ asthenic ’’ inflam- 
mations, of which the author cites those caused by 
Bacillus coli infections as examples, are accompanied by 
little congestion and pain, by a soft pulse, by the presence 
of thin, watery pus, and by the comparatively small 
amount of fibrous tissue formed during the process of 
healing. He then goes on to state that the first type 
of inflammation is most common among individuals with 
good physique, plenty of energy, and a tendency towards 
plethora ; while the latter type is to be found among 


* Philadelphia Biakiston’s Son and Co., Ine. ; London: 
H. K. Lewis and Co., Ltd. 1935. (Pp. 705; 60 figures. 5 dollars.) 

“Infections of the Unnary Tract. By T. E. Hammond, 
F_R.C.S. London: H. K. Lewis and Co, Ltd. 1935. (Pp. 250; 
3 figures, 3 charts 10s. 6d. net.) 
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those with poorly developed muscles, low blood pressure, 
and a tendency to visceroptosis. Indeed, he puts chronie 
B. coli infections of the urinary tract as a special mani. 
festation of a ‘‘ bilious diathesis,’’ which is described at 
great length. The risk of too early surgical interventions 
is illustrated by the author’s method of treating boils 
and carbuncles. He devotes more space to the descrip- 
tion of these skin affections than he does to the treatment 
of staphylococcal infections of the kidney. 

It is stated in the preface that ‘‘ this book should be 
regarded as a series of talks to practitioners by the 
bedside of the patient."’ We feel, however, that ‘some, 
at least, of these practitioners would have wished for more 
detail in the descriptions of the symptoms, pathology, 
complications, and treatment of urinary infections. The 
book is rather too academic, and not practical enough, 
to satisfy their needs. 


LOCALIZED RAREFYING CONDITIONS OF BONE 
The book with this title’ contains an extensive survey of 
localized rarefying diseases of bene, based mainly on 
roentgenological appearances. These diseases are called 
by the author, Dr. E. S. J. KincG, “ osteochondritis,” 
and they affect mainly the epiphyseal portions of bone, 
Under this heading he has grouped Perthes’s, Schatter’s, 
and Panner’s diseases, and numerous others which show 
essentially the same appearances in radiographs. Owing 
to their relatively benign course and ready response to 
conservative treatment, the author has not been able to 
help forward our knowledge of the exact pathology or 
aetiology of the conditions by a study of morbid 
anatomical material. After each section is a_ well- 
selected bibliography. 

As an introduction there are several short chapters on 
bone structure, physiology, and pathology. These are 
followed by brief summaries of the generalized diseases 
of growing bone. In most of these chapters condensation 
has been carried too far, and a reader is apt to get either 
an inadequate or a foreshortened account of the important 
facts of bone growth, structure, and pathology. 

The book in general can be recommended to those who 
wish to have a handy volume of reference to the puzzling 
epiphyseal conditions which are seen so frequently ia 
children. 


FOOD VALUES AT A GLANCE 
Mrs. Vioter G. PiimMer’s Food Values at a Glance is 
in many ways an excellent little book for those who like 
the pictorial method of acquiring knowledge. It provides 
a number of coloured charts showing the relative amounts 
of the more important food essentials in a large number 
of foodstuffs in common use in this country, from which 
the nature of the foodstuffs can be seen at a_ glance. 
There are also a number of uncoloured charts which are 
very useful—such, for instance, as that showing the foods 
rich in calcium, phosphorus, and iron, minerals whose 
shortage in the diets of the people of this country is not 
uncommon. The letterpress is admirable. Therein the 
general principles of nutrition are simply and clearly pre- 
sented, the functions of the various food essentials are 
indicated, and the consequences of their inadequate supply 
are briefly described. Directions are given for the con- 
struction of adequate diets for individuals, and in catering 
for schools and institutions. There is a lively introductory 
chapter on malnutrition—which, by the way, is fittingly 
defined—wherein the dangers of complacency are dealt 


5 Localized Rarefving Conditions of Bone. By EF. S. J. King, 
M.D., D-Sc., M.S., F.R.C.S., F.R.A.C.S. London: Edward Arnold 
and Co. 1935. (Pp. 400; 70 figures. 35s. net.) 

© Food Values at a Glance. By Violet G. Plimmer. London: 
Longmans, Green and Co. 1935. (Pp. $4; 35 charts, 27 in colour, 
3s. 6d. net.) 
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with in the trenchant way of those who know how much 
food matters, and are impatient of the ‘‘ Why worry? ”’ 
attitude of so many in regard to it. 

The appearance of this little book is timely, if we may 
judge by the demands appearing in the lay press for 
education in ‘‘ food values.’’ It should serve a very 
useful purpose in providing the information wherewith 
these demands can be satisfied. 


WOMAN 


It is a little difficult to state accurately who are the 
authors of the three sumptuous volumes under the title of 
Woman’ published by Willianr Heinemann Ltd. On the 
cover are the names ‘‘ Ploss and Bartels.’’ But the work 
appears to be much more than a translation of that which 
was produced in Germany in 1885 as by Dr. H. H. Ploss, 
or even of the second edition of this published two years 
Jater, as edited, with additional observations, by Dr. Max 
Bartels. There were numerous later German editions, 
the ninth supervised by Dr. Paul Bartels, and the 
eleventh, in 1927, edited and largely altered and supple- 
mented by Freiherr von Reitzenstein. The present 
volumes constitute the first English edition, and are 
described as “‘ edited by Dr. E. J. Dingwall.’’ = Dr. 
Dingwall, however, though he has preserved the essential 
features of the work as originally planned, has not 
hesitated to take advantage of the most recent scientific 
research to modify statements or conclusions, to rewrite 
the section dealing with the glands of internal secretion, 
and to enlist the help of Dr. Joseph Needham, Professor 
Harold Cummins, and others in the embryological and 
anatomical sections. Excellent illustrations have been 
profusely added, so that the publishers are justified in 
describing the volumes as a ‘‘ compendium containing 
exhibits of surpassing interest and curiosity.’’ 

This history is of importance in forming a judgement 
of the work. It indicates at least two things. One is 
that, over a period of half a century, it has been known 
and valued as a standard and authoritative compilation 
of almost all that was known of feminine structure, 
function, and occupation, both normal and abnormal. 
The other is that its varied sources make it eclectic, 
unfettered by any narrow or unduly restricted views. 
These characteristics, essential for any student of such a 
wide and comprehensive survey, are manifest throughout. 
The scope of the work is remarkably complete, and its 
arrangement effective and orderly. The first volume 
contains Part I, on the general ‘‘ organism of woman ’”’ 
iT its anthropological, psychological, and _ aesthetic 
aspects, and on the racial and ethnographical character- 
istics of the female genitalia. It begins also Part II, the 
main body of the work on the “‘ life of woman,’’ and 
deals with her social status and position throughout 
history and in various parts of the world, and with the 
girl up to puberty, with special reference to menstrua- 
tion. The second volume proceeds to a general considera- 
tion of woman in the sex relationship, of pregnancy, and 
of childbirth. There are here interesting chapters on 
the development and methods of the art of obstetrics. 
The third volume continues with chapters on difficult 
and abnormal births, on the puerperium in its various 
aspects, and on lactation. Woman as mother, as widow, 
as grandmother, as saint, comes into consideration, and 
the final chapters are on death and on _ superstitions 
associated with woman after death. 

The subtitle of the work describes it as ‘‘ an historical, 
gynaecological, and anthropological compendium,’’ and 


* Woman, An Histoncal, Gynaecological, and Anthropological 
Compendium. By Hermann Heinrich Ploss and Max and Paul 
Barte's. Edited by Eric John Dingwall. Three volumes. London: 
W. Heinemann Ltd. 1935. (£8 8s. the set.) 


students of each of the three varieties of study thus 
indicated will find in it much that will interest them, and 
a good deal that it is almost essential that they should 
be acquainted with. The work is, however, primarily 
anthropological rather than medical, though for gynaeco- 
logical specialists and for medical practitioners of all kinds 
interested in anthropology it will prove a mine of informa- 
tion on matters which cannot be found, or at least have 
laboriously to be sought, elsewhere. It is possible that 
many readers may think it too much a catalogue of facts 
after the fashion of Frazer’s Golden Bough, and too 
reserved in its formulation and discussion of opinion and 
of general principles: its authors probably assumed that 
the great majority of serious readers would be capable of 
forming opinions and deducing principles for themselves, 
and that they would prefer to do so. For such readers 
there is in these three volumes the most modern and 
complete account of the subjects with which it has to do. 
In its improved, enlarged, and abundantly illustrated 
form it is a remarkable work at last available for English 
readers. 


Notes on Books 


The classic lustre which has long surrounded Halli- 
burton’s Handbook of Physiology*® will be in no wise 
diminished by its thirty-fourth edition. This further 
edition has been again in the capable hands of Professor 
McDowat-. Revisions have been made in_ certain 
sections, notably those concerning the physiology of 
conscious states and the acid-base equilibrium of the 
body, and in other chapters where, before, there was 
some obscurity. The printing is improved in respect of 
the emphasis laid on the more important points. The 
use of heavy type for numbers and classifications which 
ought to be memorized by the student is an advantage, 
and blank pages have been inserted at the end of each 
chapter so that annotations may be made. Despite 
many changes, which are such that the book has been 
almost completely rewritten in the course of the last 
three editions, there is no increase in its size. This has 
been made possible by a strict selection of the material 
included, the criterion being, now as always, the fulfilment 
of the medical student’s needs. 


Professor Howarp T. KarsNner’s textbook Human 
Pathology is not so much read in this country as in 
America, but is well known to English pathologists. The 
fourth edition (Philadelphia and London, J. B. Lippin- 
cott Co., 45s.) differs from its predecessors chiefly in the 
increased number of references at the end of each chapter 
and in a new arrangement of the pages dealing with 
tumours. Otherwise there has not been much change, and 
the book remains a reliable introduction to the science 
of pathology for the medical student. The bringing of 
the book up to date has sometimes detracted from its 
readability, for there is a tendency for paragraphs to 
end with such sentences as “‘ the whole problem of the 
chemistry of this disease is admirably discussed by Wells.’’ 
However, although such allusions to other sources of 
information may interrupt the reader’s train of thought, 
they add to the value of the book for reference purposes, 
and in this respect the last edition has gained much in 
value from the selected bibliography at the end of each 
chapter. A word of criticism may be levelled at the 
small-print paragraphs giving descriptions of the ‘‘ causa- 
tive organisms ’’ of some of the infective diseases. For 
instance, on page 274, speaking of Treponema pallida, the 
author says, ‘‘ It does not stain with ordinary aniline 
dyes and is Gram-negative.”’ 


We have received the second issue of the Boletim da 
Secretaria Geral de Satide e assistencia of Rio de Janeiro, 
a quarterly bulletin published by the Brazilian Health 
Office. 

5 Handbook of Physiology. By the late W. D. Halliburton, 
M.D., LL.D., F.R.C.P., F.R.S., and R. J. S. McDowall, M.B., 
D.Sc., F.R.C.P. Thirty-fourth edition. London: John Murray, 
1935. (Pp. 970; 382 figures. 18s. net.) 


b 
nie 
Nis 
at | 
ils 
ip- 
‘nt | 
be 
he | 
1€, | 
re | 
he 
he 
of 
on 
| 
OW 
ng 
to 
to | 
or 
id 
on 
ire | 
Ses 
on 
int 
ho 
ng | 
in 
is 
ike 
les 
nts | 
yer | 
ch | 
ce. 
ire | 
se | 
10t 
the 
re- 
are 
aly 
on- 
ing 
wry 
gly | 
alt 
ng, 
old 
ur. 


18 Jan. 4, 1936 


British HMedteal Fournal 


SATURDAY, JANUARY 4th, 1936 


SOLRCES OF PLERPERAL 
INFECTION 

Very diverse views are still held about the origins of 
puerperal sepsis. Whether this diversity of opinion 
is any longer justified must seriously be questioned in 
view of studies which have recently been published 
from the Research Laboratories of Queen Charlotte’s 
Hospital. We drew attention a short time ago' to the 
work of Lancefield and Hare, in which, by the use of 
the precipitin reaction devised by the former for 
classifying haemolytic streptococci, it was shown that 
such streptococci found in the vagina before labour do 
not belong to the group (‘‘ A’’) which is responsible 
for serious puerperal infections. It is therefore no longer 
possible to argue that puerperal sepsis is caused by 
streptococci native to the genital tract. A subsequent 
paper by Hare and Maxted’ appears to dispose of the 
possibility that infection can at all commonly originate 
in the bowel, these workers failed to discover 
Group A streptococci in the faeces of any one of a 
hundred normal pregnant women, and could only 
isolate them from the faeces of 20 per cent. of cases of 
scarlet fever, in spite of the fact that in that disease 
streptococci must be swallowed in large numbers. It 
is quite clear that the bowel contents are a medium in 
which Streptococcus pyogenes cannot subsist. Colebrook, 
Maxted, and Johns‘ also failed to find Group A strepto- 
cocci on the perineal and perianal skin of any of 160 
women, although they found them in seven out of 181 
normal individuals on the skin of the hands, where 
their presence is attributed to contamination from the 


THE 


since 


mouth. 

Turning to the positive side of recent findings, we 
are faced with the results of several years’ work by 
Dr. Dora Colebrook.‘ In this an attempt has been made 
to trace the actual source of infection in sixty-seven 
cases of puerperal infection due to the Streptococcus 
pyogenes. The methods used and the results obtained 
are very elaborately described ; they may be summar- 
ized as follows. <A close inquisition was held in the 
household in which the case developed, any illnesses 
possibly of streptococcal origin in any member of it 
being inquired for and investigated ; swabs were also 
taken from the nose and throat of all contacts and 
from the patient herself. Any haemolytic streptococci 
isolated from these sources were compared with that 

' British Medical Journal, 1935, i, 1323. 

* Journ. Path. and Bact., 1935, xli, 513. 

'Ibid., 1935, xli, 821 

«The Source of Infection in Puerperal Fever due to Haemo- 


lytic Streptococci Medical Research Council, Special Report 
Series, No. 205. (Is. 6d.) 
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found in the patient by two methods: quantitative 
reciprocal absorption tests and the determination of 
type according to the method of Griffith with agglutin- 
ating sera supplied by him. These are the most 
stringent criteria of identity which we know, and 
whatever criticism this work may meet, it cannot 
include any suggestion that streptococci so shown to be 
identical were not, except in rare chance instances, of 
the same origin. The interpretation of the findings is a 
different matter. Because the sequence of transference 
from person to person must of necessity be conjectural, 
and because in a number of instances the data are 
incomplete, interpretation appears to present some 
difficulty, as in the following example: 

‘* Patient Cros 38. Before the confinement the patient 
was nursing her landlady, who was suffering from 
‘influenza,’ and who in turn attended on the patient 
at her confinement. The nurse arrived for the confine- 
ment when the head was on the perineum. The throat 


of the nurse and of the landlady gave profuse growths 
of strains identical with the infecting strain.’’ 


Here it may be assumed that the landlady infected 
both patient and nurse, but when three individuals are 
concerned and cultures are made only after the event, 
the migrations of a streptococcus can only be guessed at. 
Without distinguishing between comparatively certain 
attributions of the source of infection and the more 
doubtful findings, it appears that identical strains of 
streptococci were discovered somewhere in forty-eight 
out of the total of sixty-seven cases investigated. In 
twenty-four of these one of the possible sources of 
infection was the upper air passages of the patient 
herself (though this area may be and doubtless often 
was infected, like the uterus, from elsewhere), whereas 
other possible sources were the throat or nose of the 
doctor in five cases, of the midwife or other attendant 
in eighteen, and of a near relative in thirteen, while a 
septic finger and an infected ear, each in a child, were 
incriminated in two other instances. 

These findings support and indeed greatly amplify 
those previously reported by Smith, and constitute an 
almost overwhelming case for the belief that the source 
of puerperal infection is usually to be found in some 
occult or trivial focus of streptococcal infection in a 
person in close contact with the patient. Whether the 
transference of infection is acrial or by contact, and how 
often and if so by what means a patient’s uterus is 
infected immediately from her own throat, are matters 
which remain to be decided, and upon which the useful- 
ness of certain preventive measures must depend. But 
even without this further information, which may be 
very difficult to secure, there are lessons to be learned 
from this study that no obstetrician can afford to 
ignore. Short of the more drastic prophylactic meas- 
ures which it immediately suggests, a strict vigilance 
over the parturient woman’s environment—a vigilance 
only possible to those conversant with the habits of 
streptococci and the manifold conditions which they 
may cause—should go far to reduce the risks of 
infection from these hitherto overlooked or unsuspected 
sources. 
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CUSHINGS SYNDROME IN ADRENAL 
TUMOUR 


Since Harvey Cushing described the peculiar group of 
signs and symptoms known by his name and also as 
‘pituitary basophilism ’’ a considerable number of 
similar cases have been recorded, and in some a con- 
firmation of their association with a basophil adenoma 
of the pituitary has been found possible. That the 
condition is of polyglandular origin, however, was 
realized by Cushing, and even if it is in the last 
analysis brought about by the excess, or overactivity, 
of basophil cells there can be no doubt that some or 
all of the other members of the endocrine system 
are involved. The difficulties of the elucidation of the 
problem became much greater when it was found that 
very similar, if not absolutely identical, clinical pictures 
might be met with in the absence of pituitary baso- 
philism. This fact had also been made clear by 
Cushing when he stated that a somewhat similar picture 
might be presented in cases of pineal, gonadal, or 
adrenal tumours. When it was further found that 
complete cure could in some cases be attained on 
removal of an adrenal tumour it became clear that 
no simple theory such as that expressed by the term 
“ pituitary basophilism ’’ was tenable. One peculiar 
feature of this syndrome is the fact that it presents 
signs of what might be called over-activity and under- 
activity of various physiological mechanisms. As 
manifestations of over-function we have hypertrichosis, 
hypertension, hyperglycaemia, and sometimes poly- 
cythaemia: as an index of under-activity regional 
deposition of fat, and amenorrhoea. The attribution of 
these signs of the disease to any particular part of the 
endocrine system is at present not possible, and in 
a recently carefully studied case recorded by R. M. 
Calder and F. W. Porro’ the endocrine system, except 
the adrenals, seemed more or less normal. 

This patient presented the picture of the Cushing 
syndrome, but her pituitary was normal, and the only 
gross abnormality of the endocrine system was found 
in the adrenals. The clinical history extended over 
a period of some four years, and seems to have started 
(at the age of 30) with a stubborn pustular eruption 
on the face, neck, thorax, back, and arms. Previously 
healthy, tall, thin, and fair, the patient underwent a 
gradual but steady change in appearance and disposi- 
tion. The skin became coarse and thick ; the com- 
plexion turned red and plethoric, and a heavy growth 
of hair appeared on the face, axillae, in the pubic 
region, and over the body in general ; the eyes were 
swollen, puffy, and tender, the face became round, the 
trunk large, and there was an obvious decrease in 
height. Gradually she became so weak that work 
Was impossible, and temperamentally she became 
unstable. Within a period of about six weeks the 
blood pressure rose from 100 mm. Hg (systolic) to 
160/100, and remained at this level for the two 
years preceding admission to hospital, when it was 


190/130. Beyond greater accentuation of the appear- 
ances already noted, there was a profuse growth of 
beard, the hairs being deep black and of a maximum 
length of about three inches. The usual clinical 
examinations resulted in little of special note. The 
blood count was high at 5.08 millions ; the urine con- 
tained considerable amounts of sugar and a trace of 
albumin ; the Wassermann reaction was negative ; the 
blood sugar curve was of a mild diabetic type ; basal 
metabolic rate —8 per cent. ; cholesterol, non-protein 
nitrogen, calcium, and inorganic phosphate content of 
blood were all normal. Gynaecological examination 
showed a hypertrophied clitoris, a long and pointed 
cervix, and a uterus about twice the normal size, and 
the distribution of pubic hair was typically masculine. 
Treatment was unavailing, and the patient, becoming 
progressively weaker, died about one and a quarter 
years after admission. The outstanding post-mortem 
findings were: an infected adenoma of the left adrenal 
cortex ; right adrenal atrophied and reduced in thick- 
ness by about one-half ; external signs of virulism, with 
follicular atresia of the ovaries ; osteoporosis (hence 
effects on stature) ; generalized arteriosclerosis ; and 
hypoplasia of bone marrow. The vertebrae could 
easily be cut with a knife, the ribs were very soft, 
and the marrow was almost entirely fatty. The endo- 
crines were all normal, except for the follicular atresia 
of the ovaries and the adrenal tumour. The latter 
resembled normal cortex, was very vascular, and its 
cells were medium-sized, cuboidal or polyhedral, 
some very chromophil and others rather chromophobe ; 
chromaffin granules were absent ; widespread necrosis 
of the tumour was present. Serial sections of the 
pituitary were made, and no increase of basophil cells 
found (this was confirmed by Cushing). 

The feature of this case which seems to distinguish it 
from the classical pituitary basophilism is the hyper- 
trophy of the genitalia ; but even this is not satisfactory, 
since, as pointed out by the authors, this sign may 
be absent in cases of adrenal tumour. The whole 
question of diagnosis is very difficult, and treatment 
on surgical lines may lead to fatalities, for these 
patients withstand operative procedures very badly, as 
in the case recorded a few months ago by Dorothy 
Hare, Joan Ross, and A. C. Crooke.? 
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EPSOM COLLEGE MEDICAL FOUNDATION 


In our advertisement columns last week there appeared 
an appeal on behalf of the Royal Medical Foundation of 
Epsom College, certain points in which call for com- 
ment. It should first be noted that there is no request 
for assistance in maintaining the school: Epsom College 
is self-supporting and doing well. The appeal relates 
entirely to cases of urgent personal necessity, for which 
no relief is forthcoming from other directions. There 
is no endowed income for the provision of the ordinary 
pensions and Foundation scholarships, but the Council 
of the Foundation has taken steps in this direction: 


— 


* Bull. Johns Hopkins Hosp., August, 1935. 


2 Lancet, July 20th, 1935, p. 118. 
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it has created a capital endowment augmentation fund, 
and it has decided that so far as shall prove possible 
it will invest all bequests and legacies. Herein, how- 
ever, lies the difficulty, for when, as now, there are 
eighteen deserving boys and only ten vacancies the 
desire to help the remaining eight by grants towards 
their education elsewhere must be very keen. If the 
subscription list could but be so multiplied as to bring 
i: an adequate income, such annually recurring necessi- 
ties could be met and at the same time an endowment 
fund be built up to enable still more good to be done 
in the future. It must also be realized that those who 
need such assistance are or have been closely related 
to medical colleagues who have fallen on very evil 
times or who have died, in many cases prematurely, 
leaving, through no fault of theirs, the members of their 
families to the mercy of the charitable. The annual 
expenditure required is nearly £15,000, for £11,000 
of which the Council has to look to the generosity 
of subscribers and donors. Beyond the fifty-seven 
Foundation scholarships for boys, there are fifty 
ordinary pensions, six scholarships for girls, 130 pen- 
sions and annuities of various amounts, and grants to 
medical practitioners and their widows, and for the 
education of their children. Gifts may be earmarked 
for any of these purposes. With the forms for payment 
of annual subscription to the British Medical Associa- 
tion are sent out this week appeals for the Royal 
Medical Foundation of Epsom College as well as for 
other professional charities. It is hoped that they will 
evoke a generous response. Further information may 
be obtained from the Secretary, Epsom College Office, 
49, Bedford Square, W.C.1, to whom also contribu- 
tions may be sent direct. 


EFFECT OF DUST STORMS ON HEALTH 
At this time of year some people may think that they 
would gladly exchange the rainstorm for the dust 
storm if they could also exchange the appropriate 
climatic conditions. Possibly those who have been 
through a dust storm would not agree with them. The 
effects of rain upon health have been pretty thoroughly 
canvassed in this country. The effect of dust storms 
is the subject of a recent issue of the United States 
Public Health Reports.‘ The authors, E. G. Brown, 
Selma Gottlieb, and R. L. Laybourn, base their con- 
clusions on a study of the drought period in the spring 
of last year in Kansas. Old inhabitants said that they 
had never seen such severe dust storms before. The 


corner where Kansas meets Colorado, New Mexico, 


Oklahoma, and Texas was given the name of ‘‘ the 
dust-bowl,’’ and the area most severely affected had 
for its centre a town called Liberal. A dust con- 
ference held at Liberal last April showed that all the 
five States reported similar morbidity and mortality 
changes. Even the severest storm, however, caused 
no human fatalities, though birds and jack-rabbits 
suffered severely, and great damage was done to homes, 
live stock and crops. The amount of dust deposited 
varied in different fields from five to seventy-four tons 
per acre. Agar plates were exposed to the storms, and 
the predominating bacteria collected were spore-forming 
soil types, moulds, and some yeasts. No organisms of 


"October 4th, 1935 1, 1369. 
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the B. colt group were observed. There is therefore no 
evidence that pathogenic organisms are carried by the 
dust, and the effect of the storms on health depends 
primarily on mechanical irritation of the respiratory 
tract. The dust was found to have a high silica content, 
the sizes of the particles being much larger than those 
in industrial and ordinary outdoor dust, with an 
average of from 26 to 330 microns, according to the 
sample. It is now generally agreed that the dangerous 
particles are practically always less than 10 microns, 
The production of silicosis therefore seems improbable, 
but the lowered resistance of the respiratory tract was 
reflected in a very severe measles epidemic and an 
unusually large amount of acute respiratory infection. 
Numerous cases of streptococcal sore throat, sinusitis, 
laryngitis, bronchitis, and pneumonia were reported, 
and many cases of corneal ulcer and eye infection were 
seen. The death rate from acute respiratory infections 
for the corresponding months of the year was 70 per 
100,009 in other years and 99 in 1935. The infant 
mortality rate was 80.5 as compared with 62.3 average. 
The authors suggest that, apart from these immediate 
effects, there might be more chronic affections of the 
lung, similar to those seen in mining districts, if the 
conditions were to continue. They urge the importance 
of dust-proofing homes and wearing masks. The masks 
are made of gauze or cheese-cloth and are very satis- 
factory, even in severe storms. The best method of 
dust-proofing is to use glass-cloth on the inside of the 
windows. Two or three rooms can be proofed for about 
three dollars. 


NEO-NATAL MORTALITY 


Dr. J. A. Charles, medical officer of health for 
Newcastle-on-Tyne City and County, opens his report 
for 1934 by noting that that year was remarkable for 
a greater number of marriages than had been recorded 
since 1924. Of every 1,000 of the population the pro- 
portion of those who married was 16.2. Dr. Charles 
recalls a statement in the eighth annual report of the 
Registrar-General in 1847, to the effect that, while the 
funds measure the hopes and fears of the money market 
like a barometer of credit, the marriage returns in 
England represent the ‘‘ barometer of prosperity, 
present in part, but future, expected, anticipated in 
greater part.’’ The present medical officer of health 
for Newcastle is, however, not so sanguine in regarding 
his figures as proofs of returning prosperity, and cites 
some less favourable indications. The birth rate was 
stationary, having been on the descending scale since 
1930, but the infantile mortality rate increased from 
76 per 1,000 in 1933 to 83, as compared with the 
average comparable figures of 59 for England and 
Wales and 6% for the 121 great towns. This increased 
mortality is largely attributable to epidemics of measles, 
bronchitis, and bronchopneumonia during the year 
under review. At least 67 per cent. of all Newcastle 
mothers are known to have ante-natal supervision, and 
75 per cent. of all infants attend the child welfare 
centres, which may be considered fairly satisfactory, 
though showing scope for improvement. Adverse 
influences to be noted, however, are insufficient food 
and inadequate housing accommodation. Among the 
nineteen wards of the City there are two groups, each 


of five wards, where the circumstances of the inhabitants 
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in respect of overcrowding and prosperity are widely 
different. In one group the infantile mortality rate 
was 59 per 1,000, the neo-natal rate 33, and the average 
mortality rate 26; in the other group the comparable 
figures were 87, 37, and 50. Dr. Charles points out 
that during the last twenty years the neo-natal death 
rate for England has fallen only 20 per cent., as com- 
pared with a fall of 50 in the infantile mortality rate 
as a whole. The maternal mortality rate for his area 
in 1934 was 5.33, as compared with the national rate 
of 4.41, and yet it contains a large teaching maternity 
hospital, facilities for medical post-graduate instruction, 
carefully organized schemes of municipal and voluntary 
ante-natal clinics, a large number of trained midwives, 
and excellent means of transport. An analysis of the 
twenty-six maternal deaths suggested that in a quarter 
of these a primary avoidable factor was concerned, such 
as lack of ante-natal care, inadequate facilities for 
treatment, errors of judgement and negligence on the 
part of the patient, in most cases the real cause being 
inadequate co-operation between midwife, doctor, and 
patient. A comprehensive dietary survey was instituted 
in 1934, and a report is to be issued before long. 
Meanwhile a slum clearance campaign is in active 
progress. When diarrhoea is cited as the cause of 
neo-natal deaths it is found that bottle feeding is 
responsible, and Dr. Charles states that in” many 
instances the weaning was unnecessary. A campaign 
is consequently being waged in the maternity and child 
welfare centres in favour of breast feeding, and there 
is good reason to believe that it is achieving success. 
Yet there are still large numbers of infants being 
artificially fed who could, and should, be fed naturally. 


HEARING AIDS 
The subject of hearing aids has only recently received 
attention from medical men and other scientific workers 
who take an interest in “‘ the deaf.’’ It is unfortunate 
that for so many years dealers of doubtful repute should 
have exploited this sorely tried section of the com- 
munity. This is in no small part due to the fact that 
the medical profession as a whole has in the past found 
itself unable to give real help to patients seeking an aid 
to hearing. Such articles as those of Mr. J. Morris and 
Dr. Tumarkin' and of Dr. Phyllis Kerridge® are there- 
fore welcome and valuable contributions to the subject. 
Mr. Morris, who is a research engineer, gives some 
useful information on the various types of deaf aids. 
It is clear from his description that, in the main, 
“individual aids ’’ worn on or about the person suffer 
from many defects—background noise, rapid deteriora- 
tion, and poor reproduction and frequency response, 
all of which are likely to cause disappointment to the 
user, who so often can ill afford the comparatively high 
cost of an instrument. Referring to the semi-portable 
type of aid Mr. Morris appears to stress unduly the 
disadvantages of these instruments. He states, too, 
that a carbon microphone is in practice still essential 
for this type. Here he may not be quite correct, for 
what is probably the best example of this form of aid 
on the market embraces a crystal microphone, a tone 
and volume control, and an ingenious device for elimin- 


? Journ. Laryngol. and Otol., November, 1935, pp. 809, 838. 
? Practitioner, November, 1935, p. 641. 


ating the ‘‘ masking ’’ effect of the low frequencies. 
This instrument contains three valves, has great purity, 
faithful reproduction, and a large volume range and 
tone control, and is a thoroughly efficient instrument. 
Dr. Tumarkin considers that it is along these lines that 
further progress will be made. Before a deaf aid is 
prescribed the patient’s frequency response must be 
measured by means of scientific audiometry, in order to 
find out his hearing loss over the scale of frequencies. 
Dr. Tumarkin draws attention to the important fact 
that a loss of hearing in the lower range only alters 
the timbre of the spoken voice and has little or no effect 
on its clarity or intelligibility ; while, on the other 
hand, any diminution of the upper range rapidly 
impairs intelligibility. Since the largest proportion of 
deaf people are deficient in the upper frequencies, it is 
necessary to supply these, and this can be best be 
achieved by the more efficient semi-portable type of 
aid, and especially those incorporating the ‘‘ unmask- 
ing ’’ effect. Dr. Kerridge gives a short but interesting 
account of the history of magnification of sounds for 
defective hearing. Her article contains a number of 
facts of practical importance. Out of 1,000 deaf 
people more than half were found to have high-tone 
maximum loss ; only 5 per cent. had low-tone maxi- 
mum loss; 5 per cent. had approximately uniform 
loss ; and 38 per cent. had middle-tone maximum loss. 
Further, children whose deafness has been caused by 
middle-ear disease stand about an equal chance of 
having a middle-tone maximum or high-tone maximum 
loss. Non-electrical aids magnify up to fifteen decibels, 
and this in the middle frequencies ; micro-telephones 
do the same ; valve amplifiers are therefore superior 
in every way, their chief disadvantage being their size. 
Nevertheless, the public should be encouraged to use 
the bulkier but more efficient deaf aid. In some 
remarks on ‘‘ choosing a hearing aid’’ Dr. Kerridge 
points out that most of the micro-telephones on sale in 
this country are made in Germany and America, and 
that of these only a few are reliable. The medical 
profession can give material help to deaf patients by 
advising those in need of a hearing aid to go only to a 
firm which is prepared to subscribe to the conditions 
laid down by the National Institute for the Deaf, and 
whose name appears on its list. 


THE HUMORAL THEORY OF NERVOUS 
TRANSMISSION 


That adrenaline should in its effects on the organism 
simulate the sympathetic division of the autonomic 
nervous system led to the hypothesis that stimulation 
of the sympathetic might liberate a substance with 
adrenaline-like characters. The existence of other sub- 
stances having an effect on the organism similar to 
that of the so-called parasympathetic division of the 
autonomic nervous system harmonized with the view 
that active substances might be liberated on para- 
sympathetic stimulation. Loewi, in his recently 
delivered Ferrier Lecture,’ has given a short review 
of the situation in this interesting field. The definite 
proof of the production of a chemical transmitter was 
first given by Loewi himself in the now classical 
experiment in which it was shown that stimulation of 


1 Proceedings of the Royal Society, 1935, B Series, cxviii, 299. 
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the vagi in the perfused amphibian heart led to the 
appearance of a substance which could readily inhibit 
a second heart receiving the perfusion fluid from the 
first heart. Various chemical and physiological tests 
left no doubt that the substance liberated was acetyl- 
choline. Stimulation of the cardio-accelerator fibres 
was followed by the liberation of a substance chemically 
and physiologically similar to adrenaline, and although 
Loewi himself feels that the final proof of the identity 
of the two substances is not forthcoming, it seems 
probable that they are identical. The classification 
(introduced by Dale) of autonomic nerves as either 
cholinergic or adrenergic is a convenient way of 
referring a particular nerve to the chemical transmitter 
associated with its activity, without any reference to 
its membership of the sympathetic or parasympathetic 
system. Certain divisions of the sympathetic system 
(vaso-dilators to lips and gums of the dog, fibres to 
the nictitating membrane and the sweat glands of the 
cat, and sympathetic vaso-dilators to the dog’s hind 
limb) have been shown recently to be cholinergic, thus 
explaining some of the puzzling anomalies observed 
by earlier workers. The effects following stimulation 
of autonomic nerves (and perhaps also of cerebro-spinal 
nerves) must now be regarded as due to the chemical 
substances liberated at their endings, so that the true 
effector organ of the nerve is that part of the reacting 
organ from which the chemical mediators .are set free. 
From this the interesting conclusion emerges that even 
where a nerve produces an inhibition of the reacting 
organ the real effect of the nerve as such is an 
augmentor one on the effector organ of the nerve, with 
a liberation of the active transmitter. The final effect 
on the reacting organ depends on the nature of the 
transmitter. Agents inhibiting the effects of sympathetic 
and parasympathetic stimulation, such as ergotoxine 
and atropine, act by neutralizing the chemical trans- 
mitter. The precise way in which a nervous impulse 
liberates the transmitter or renders it diffusible, and 
even the nature of the newly conceived true effector 
organ of the nerve, are unknown. Whether these 
chemical transmitters have anything to do with the 
transmission of afferent impulses to the higher cell 
stations remains for further research to clarify. 


PHARMACY AND POISONS ACT, 1933 


A Home Office notice, dated December 30th, 1935, 
draws the attention of the public to the issue, under 
the Pharmacy and Poisons Act, 1933, of the Poisons 
List and Poisons Rules which will come into force on 
May Ist next. From that date the main provisions of 
the Act relating to the sale, distribution, etc., of poisons 
come into operation and the various existing statutory 
provisions and regulations on the subject will be 
repealed. The Poisons List is divided into two parts. 
In Part I are those substances the sale of which is to 
be restricted to authorized sellers of poisons (that is, 
registered pharmacists). In Part II are those sub- 
stances which may be sold only by registered pharma- 
cists and persons registered in accordance with the Act 
with the local authorities for the purpose. Part II 
includes various poisons commonly used for agri- 
cultural, horticultural, sanitary, and domestic purposes. 


Broadly, the Poisons Rules codify the existing require- 
ments, and impose certain additional _ restrictions, 
including regulation of the transport of poisons, pro- 
hibition of the sale to the public of certain potent 
medicinal poisons except upon a prescription given by 
a qualified medical, dental, or veterinary practitioner, 
and prohibition of the sale of strychnine except for 
medicinal purposes. Copies of the Poisons List, the 
Poisons Rules, and the form prescribed for application 
to be made to the local authority for registration for the 
sale of the substances in Part II of the Poisons List, 
have been placed on sale, and may be purchased from 
H.M. Stationery Office or through any bookseller. The 
price of the Poisons List is I1d., and of the Poisons 
Rules, 8d. 


THE HONOURS LIST 


A classified record of the medical New Year’s Honours, 
taken from the Supplement to the London Gazette of 
December 31st, will be found at page 26. In a com- 
paratively short list clinical medicine, as represented 
by hospital physicians, receives no award. The out- 
standing name is that of Professor David Wilkie of 
Edinburgh, whose work as surgeon and teacher of 
surgery is of international repute, and his knighthood 
will be welcomed everywhere. The same honour is 
conferred upon Mr. Hugh Devine of Melbourne, for 
services to surgery in Australia ; at the recent Annual 
Meeting of the British Medical Association he opened 
a discussion in the Surgical Section. The knighthood 
for Dr. Mangaldas Mehta recognizes work in the 
obstetrical training of Indian students at the Grant 
Medical College, Bombay ; and Colonel Charles Brierley 
receives this honour on retirement from a_ medical 
administrative post in the North-West Frontier Pro- 
vince. Dr. Louis Knuthsen, physician-in-ordinary to 
the Princess Royal, is promoted to be Knight Com- 
mander of the Royal Victorian Order. Among others 
in the list who, though not members of the medical 
profession, have very close contacts with medicine, we 
should mention Professor Arthur Harden, F.R.S., late 
head of the Biochemical Department of the Lister 
Institute ; Dr. Percival Hartley, director of the Depart- 
ment of Biological Standards at the National Institute 
for Medical Research ; Mr. J. F. Marshall, honorary 
director of the British Mosquito Control Institute at 
Hayling Island ; and Miss Olga Nethersole, founder 
and honorary organizer of the People’s League of 


Health. 


We regret to announce the death of Dr. Arthur E. 
Giles, consulting surgeon to the Chelsea Hospital for 
Women, and consulting gynaecologist to the Prince of 
Wales's General Hospital, Tottenham ; also of Mr. A. S. 
Percival, consulting surgeon to the Newcastle-upon- 
Tyne Eye Hospital. 

Our Supplement this week contains a short statement 
of the legal position under those sections of the Road 
Traffic Act of 1934 which authorize a payment in 
respect of emergency treatment of injuries arising from 
the use of motor vehicles, 
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TREATMENT IN GENERAL PRACTICE 


This article is one of a series on the management of some diseases of the digestive system met 
with in general practice. 


SOME COMMON DIGESTIVE SYMPTOMS 


BY 


JOHN A. RYLE, M.D., F.R.C.P. 


The treatment of symptoms should not, strictly speaking, 
be undertaken without a simultaneous attempt to discover 
and to combat cause. There are some symptoms, how- 
ever, such as the hunger-pain of duodenal ulcer, the 
relief of which by appropriate means may reasonably be 
held to contribute to the cure of the disease. Others, 
again, such as flatulence and heartburn, are often so far 
independent of underlying pathologies that they them- 
selves may be said to constitute the malady. Their 
removal completes the cure. 

Genuine localized and recurrent pain in the region 
of the stomach is a symptom of organic disease, and 
therefore calls for a full diagnosis and treatment based 
thereon. It will not be considered here. 


Gastric and Intestinal Flatulence 

The commonest of all dyspeptic symptoms is flatulence, 
but there are several varieties and many causes of flatu- 
lence, and before treatment is initiated it is clearly im- 
portant to add precision to the patient’s unqualified 
complaint of ‘‘ wind.’’ First, flatulence may be gastric 
or intestinal, and a simple interrogation will soon discover 
whether ‘‘ fore-wind ’’ or ‘‘ hind-wind ’’ (to borrow the 
expression of a distinguished patient who was troubled 
by both) is the main complaint. 

Intestinal.—Intestinal flatulence, when organic disease 
can be excluded, is due to an overproduction of gas in 
the bowel and a result of starch indigestion. The starches 
in the diet should be drastically curtailed, and potatoes, 
peas, beans, lentils, cakes and pastries, and rice puddings 
should be excluded. Bread should be taken toasted, or 
cut thin and crisped in the oven, or replaced by rusks. 
Finely powdered charcoal (one or two teaspoonfuls in 
milk or water) twice a day helps by promoting the 
Increased exercise, for the sedentary, 


adsorption of gas. 
is valuable. 
Gastric.—The complaint of gastric flatulence may have 
reference to the ‘‘ sensation of gas ’’ in the stomach or to 
actual eructations, or to both. The sensation of ‘‘ wind ”’ 
may be due to an excess of air in a normal or hypotonic 
stomach or to a normal content in a hypertonic organ. 
The same sensation may be caused by hastily eaten or 
unsuitable food. It is referred to the epigastrium or 
behind the sternum. Anginal pains may be misinterpreted 
as ‘‘ indigestion ’’ for this reason, and also because they 
often follow meals and terminate with eructation. If a 


flatulent discomfort recurs with precise regularity at a | 
constant interval after meals the possibility of organic | 


gastric disease should be considered ; occurring two to 
two and a half hours after food it may sometimes replace 
the more typical hunger-pains of duodenal ulcer. Attacks 
of ‘‘ bursting ’’ flatulence are commonly associated with 
gall-stones, and are probably connected with a_ reflex 
closure of the pylorus. 

By far the most frequent cause of painless gastric 
flatulence is aerophagy or air swallowing. The eructa- 
tions occur in bouts and are noisy. 


In the attempt to | 


relieve a passing discomfort by belching the patient closes 
his lips and gulps air and again releases it with momentary 
satisfaction. The habit tends to become established as 
a conditioned reflex. It is irrational to treat it with 
elaborate diets or medicines. In many cases a simple 
explanation and an exhortation to resist the inclination 
to effortful belching is all that is necessary for correction 
of the habit. There is no evidence that gas can be 
diffused into the stomach or evolved there by fermenta- 
tion sufficiently rapidly to produce the voluminous and 
frequent belchings of the air swallower. The flatulence 
of aerophagy is odourless and tasteless. 

Malodorous eructations are of two kinds. They occur in 
benign pyloric stenosis or in obstruction from growth, and 
in gastric dilatation and stasis, when a fall in the gastric 
acidity may encourage the decomposition of protein food- 
stuffs and sulphuretted hydrogen is evolved. The patient 
and his relatives may then volunteer a description of 
‘‘ rotten-egg ’’ flatulence, but often it is only admitted 
on direct interrogation. Marsh gas can be produced in 
the same circumstances, and cases are on record of the 
gas igniting when an eructation coincided with the lighting 
of a cigarette. Very rarely a transient dyspepsia from 
gastritis may be complicated by the eructation of hydro- 
gen sulphide, but the chief value of the symptom is in 
a chronic dyspepsia, when it gives the clue to the 
presence of an obstructive lesion requiring surgical relief. 


If eggs and protein foods are withdrawn the symptom 


disappears. 

A gastro-colic fistula, whether complicating carcinoma 
of the colon or a post-operative anastomotic ulcer, is 
proclaimed, among other symptoms, by eructation of 
bowel flatus. The treatment is surgical. 


Heartburn and Nausea 


Heartburn.—Heartburn is rarely, if ever, symptomatic 
of organic disease of the gullet or stomach. It may be 
defined as a burning sensation, vertically linear in its 
distribution, and felt at varying points between the 
pomum Adami and the xiphisternum. It is distinct 
from acid eructation, and may occur in the absence of 
free hydrochloric acid. The earlier idea that it was due 
to ‘‘ acidity ’’ depended upon its relief by alkalis. A 
common occasional symptom in most of us and at all 
ages, it sometimes becomes established and _ persistent. 
Hurry and worry and excess of starchy or fatty foods 
may cause it, and in women it is one of the most trying 
symptoms of the later months of pregnancy. Sodium 
bicarbonate and alocol (a proprietary preparation of 
aluminium hydroxide) give the best symptomatic relief, 
but an attempt should also be made to discover and 
eliminate adverse factors in the patient's physical and 
nervous life and habits. 

Nausea.—Nausea is a normal accompaniment of preg- 
nancy in the early months. Medicinal treatment is rarely 
helpful. To be regarded, perhaps, as a perversion of the 
hunger sense, it can be helped by a cup of tea and a 
biscuit on waking and before there has been any physical 
exertion. Fatty foods should be takea sparingly - and ° 
fruit and carbohydrates increased. Nausea also precedes 
fainting and accompanies migraine and vertiginous seizures. 
When associated with reading or close needlework it may 
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be cured by the correction of an astigmatism. In chronic 
cholecystitis ‘‘ waves of nausea "’ are complained of, but 
there are usually other definitive symptoms. The treat- 
ment here should include avoidance of eggs and fried 
dishes, and the administration of biliary antiseptics, such 
as hexamine or salicylates. Nausea, with or without 
retching or vomiting, and occurring especially in the 
morning, and independently of pregnancy, nearly always 
means a true gastritis. If there is insufficient justification 
for lavage with the stomach tube a long drink, on rising, 
of one pint of water, in which one drachm of sodium 
bicarbonate has been dissolved, is often effective. 
Alcohol, strong tea and coffee, condiments, curries, coarse 
or uncooked vegetables, and twice-cooked meats should 
be avoided until the symptoms have disappeared, and 
case alcohol in all forms should be 


in any alcoholic 
permanently forbidden. 
Water-brash and Hiccups 
Water-brash.—By water-brash is meant a_ sudden 


arrival in the mouth of a copious, tasteless, watery secre- 


tion. It is due to a sudden overactivity of the salivary 
glands. It is generally a symptom of organic disease, 


and appears more frequently in association with duodenal 
ulcer than with any other lesion. Arriving in concert 
with the hunger-pain it may be regarded as an exaggera- 
tion of the mouth-watering (more common in dogs than 
men) which accompanies physiological hunger. Its treat- 
ment is the treatment of the underlying cause. 
Hiccups.—Seemingly due to a diaphragmatic twitch or 
spasm with simultaneous closure of the glottis, hiccups 
are a reflex consequence of gastric irritation. In childre: 
they are readily caused by bolting or injudicious feeding. 
In some people they are evoked immediately by peppery 
They are a familiar accom- 


soups or other condiments. 
They are sometimes 


paniment of acute alcoholic gastritis. 
a symptom of uraemic gastritis, and have an equally 


grave significance in the dilated stemach, irritated by 
fluid regurgitation from the small bowel, in paralytic 


ileus, and in intestinal obstruction. Gastric lavage may 
prove valuable in these cases. In the more benign forms 
of hiccups drinking a large glass of cold water, holding 
the breath, or the induction of sneezing may all cut 
short an attack. There remain certain obscure forms of 
hiccups so prolonged and distressing as to give rise to 
anxious states of exhaustion. These occur especially in 
the elderly. <A few drops of tincture of iodine in water, 
or oil of cajuput or of peppermint are usually tried, 
and usually fail. If induced sneezing or sudden cold 
applications to the epigastrium are also ineffectual it may 
be necessary to give morphine or heroin to secure rest 
and sleep. 


A memorandum has been issued by the British Institute 
of Cinematography (incorporating the Institute of Amateur 
Cinemategraphers) on proposals that have been adopted 
to encourage the use and developnient of the cinemato- 
graph as a means of entertainment and instruction. The 
new institute will function as a society for amateur and 
professional interests, will organize meetings and discus- 
sions, conduct a monthly periodical, and encourage the 
extension of cinematography into educational spheres. A 
medical and scientific section has been created to assist 
the research worker to record his observations pictorially, 
and to make these illustrations of procedures, reactions, 


and clinical cases available for his fellow workers. A 
library of such films is being accumulated. Further in- 
formation is obtainable from the offices of the British 


Institute of Cinematography, Burley House, 5-11, Theo- 
balds Koad, W.C.1. 
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A “CHILDREN’S MINIMUM” 


POSITIVE NUTRITION POLICY URGED ON 
GOVERNMENT 


A general uneasiness about the nutrition of children jg 
the poorer section of the population has been focused by 
the Children’s Minimum Committee, which is pointing out 
the real danger that large numbers of children in this 
generation may grow up permanenily handicapped through 
insufficient nourishment. The committee, of which Miss 
Eleanor Rathbone, M.P., is chairman, and Sir Edward 
Grigg, M.P., a prominent member, has the support of 
more than thirty societies concerned with health and child 
welfare, education, Christian social service, and the posi- 
tion of women in citizenship and industry. 

A long statement, almost a treatise, has been prepared by 
the committee, and was presented on December 18th, 1935, 
to Lord Eustace Percy, as representing the Prime Minister, 
In this statement certain immediate steps are advocated 
for improvements in unemployment assistance by an in- 
crease of allowances and an extension of milk provision, 
also the overriding of some local authorities which interpret 
the regulations too narrowly or neglect to use their powers, 
But beyond this a more positive nutrition policy is called 
for, by the closer co-ordination of agricultural and health 
programmes. The debate at the Iast League of Nations 
Assembly, when in particular the British and Australian 
delegates, Lord De La Warr and Mr. S. M. Bruce, en- 
larged upon the strange position whereby surplus food 
supplies coexist with large arcas of semi-starvation,! finds 
an echo here, and the committee points out that advances 
in agricultural science and technique have for the first 
time brought within reach a food supply adequate for 
the health of the community, while at the same time 
research on nutrition has shown how a deficiency of 
certain protective foodstuffs makes for minor degrees of 
ill-health. Reference is also made to the work of the 
British Medical Association Committee on Nutrition, which 
reported in 1933, giving specimen minimum diets for 
unemployed families.* That report, say the promoters 
of the new campaign, has provided a yardstick against 
which can be measured the adequacy of the actual 
amounts available for food at different income levels ; 
though it is added that inquiries undertaken by a large 
number of housewives belonginge to Labour women’s 
organizations throughout the country show that in many 
localities the items specified in the B.M.A. family budgets 
cannot be purchased at as low a price as the one men- 
tioned in the report. 


The Subsistence Level 


Against the large background of this and other work on 
nutrition the Government is asked to consider proposals for 
more generous provision for unemployed families and for 
extending school meals and the supply of cheap and free 
milk. What is already done by the ‘‘ milk in schools” 
scheme and by the increase in children’s allowances undet 
unemployment benefit from 2s. to 3s. for each child is 
acknowledged, but more remains to be done if the children 
of this class of the population and also their mothers 
during the child-bearing period are to be safeguarded. 
(In this connexion the recommendations of the League of 
Nations Expert Committee on Nutrition are of interest. 
See British Medical Journal, December 21st, 1935, p. 1215.) 
The standard benefit for families with two or more children 
still falls below the minimum of bare necessity, and the 
gap between benefit and need widens with the number 
of dependent children. It is urged that if a further m- 
crease in children’s allowances is not to be expected in the 

' British Medical Journal, September 28th, 1935, p. 589. 

? Report reprinted in pamphlet form, B.M.A, House. 
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immediate future, at least the inadequacy of the allow- 
ance is a reason for pressing for larger provision of free 
meals and milk. 

To prove its case the committee has drawn up com- 

site tables in which for families of different sizes the 
cost of primary needs (allowing nothing beyond bare 
necessities) is assessed on the basis of the findings, for 
food, of the B.M.A. Committee on Nutrition ; for clothing, 
light, and fuel, of the Merseyside Social Survey (the corre- 
sponding London survey differs only in negligible details) ; 
and for rent, on the basic rent scale of the Unemployment 
Assistant Board (U.A.B.). The result goes to show that 
standard unemployment benefit falls short of meeting even 
this ‘‘ down to the bone '’ expenditure by amounts rising 
with the number of children, and becoming very sub- 
stantial in the case of the larger families. 

The following are examples showing weekly expenditures 
and benefit: 


| Man, Wife, Man. Wife, Man, Wife, 
1 Child 3 Children 5 Children 


(2-3 Years) (1-10 Years) (1-14 Years) 
Food 15s. 3d. | 23s. 31s. 7d. 
Clothing, fuel, ete. ... 6s. 44d. 8s.5d. | 10s. 7d. 
Rent 7s. 6d. 8s. 7d. 10s. 1d. 
Minimum primary needs 29s. lad. | 40s. 52s. 3d. 
| 
Standard unemployment benefit 29s. j 35s. 4ls. 


The U.A.B. scale figures for these three families would 
be respectively 28s., 34s. 6d., and 40s. 6d. A point of 
particular complaint about the U.A.B. scale is that the 
allowance for each member of the household in excess of 
five is reduced by one shilling. The reason is, of course, 
that with increase of numbers there is not an equivalent 
increase in overhead costs ; but when the figure for the 
smallest families is already inadequate, the deduction for 
the larger families is increasingly oppressive. Again, no 
additional allowance is made to meet the increased rent 
for larger families. The reason given for this indirect 
encouragement of birth control by the State is the heavy 
burden on the Exchequer, but it is pointed out that the 
number of families at any one time with more than three 
children under 14 is relatively small. In the 1921 census 
only one adult male in sixteen had more than three depen- 
dent children. The committee urges the Government to 
ameliorate the position in these two respects, also not 
to allow local authorities to reckon, as some of them have 
done, the value of free meals for children of the unem- 
ployed as part of family resources, and, further, to con- 
sider beginning the allowance for the coming child some 
months before its birth. 


Free Meals for Children 


The number of local authorities which now provide 
meals is 224, but in some cases the ‘‘ meal’’ consists 
only of free milk, and there are still ninety-two autho- 
rities by which even this provision is not made. In some 
areas free meals and milk are given only when the child 
shows definite clinical evidence of undernourishment. 
The position has been aggravated, no doubt, by the issue 
of the Circular 1437, in which the Board of Education 
insisted on a medical test. On this point, it will be 
remembered, the Council of the British Medical Association 
(see Supplement, November 10th, 1934, p. 241, and 
November 17th, 1934, p. 251) pointed out to the Board 
that the manifestations of incipient malnutrition are 
exceedingly difficult to detect, and, as mentioned in our 
last issue, the Board has now restated its attitude in 
Circular 1443, issued on December 16th, 1935, making 
“any symptoms, whether educational or physical, how- 
ever slight,’’ a ground for this provision. 

The promoters of the Children’s Minimum campaign 
ask that the powers of local authorities to provide school 
meals shall be made compulsory instead of permissive ; 
that a minimum needs scale shall be determined by the 
Ministry of Health, children in households below that scale 


to have milk and meals free ; and that, as far as possible, 
provision of meals be continued during school holidays. 
About 2,750,000 children are now receiving one-third of 
a pint of milk on school days, but reasons are given for 
thinking that the poorest section of the children do not 
receive anything like their share of the subsidized milk. 
It is urged further that local authorities should be 
obliged to provide free milk for children under 5 years of 
age and for expectant and nursing mothers, at least in 
necessitous cases, and that cheap milk should be available 
in cases other than necessitous. The idea is that young 
children and expectant mothers should be ensured at least 
a pint of milk a day, and older children at least half 
a pint. 
The Evidence of Undernourishment 


The remainder of the committee’s statement to the 
Government contains the evidence for widespread under- 
nourishment of the child population in certain areas. The 
social surveys and other reports on which the evidence is 
based have been summarized from time to time in this 
Journal. On Merseyside 17.3 per cent. of the nearly 
7,000 families selected by random sample from the entire 
working-class population were below a line representing 
the minimum expenditure on food laid down in the 
B.M.A. committee’s report, and here, as in all such 
figures, the proportion of children affected was consider- 
ably higher than the proportion of families. An exam- 
ination of 332 family budgets collected on Merseyside 
showed the average weekly expenditure on food for each 
person to vary from 4s. 4d. where the income was 21 per 
cent. or more below the poverty line to 10s. 8d. where 
it was 49 per cent. or more above it. 

Sir John Orr, in an address to the British Association in 
September last, summarizing an investigation by the 
Rowett Institute, Aberdeen, and the Market Supply Com- 
mittee, stated that the diets of a group of families where 
the income was 10s. a head or less were ‘‘ markedly 
deficient from the point of view of health,’’ and only when 
the weekly income reached about 20s. for each person was 
the diet adequate. An analysis by the Rowett Institute 
of three family budgets shows also that in the group of 
families with incomes of not more than 10s. for each 
person the weekly consumption of liquid milk averaged 
net more than one pint per head. The conclusion is that 
a very large proportion of the population are condemned 
by poverty to a diet insufficient for health, and that the 
sharpest edge of the depression falls on families with 
young children. 

It is, of course, conceded that other factors associated 
with poverty, such as bad housing (broken and insufficient 
sleep and lack of fresh air and opportunity for play might 
have been added), help to explain the difference in disease 
incidence as between children from poor homes and from 
well-to-do. A remark made by one dietetic authority in a 
discussion at the Royal Society of Medicine that the diet 
deficiency factor is far too much exaggerated in the pro- 
duction of malnutrition' may not find general accept- 
ance, but the correction of food inadequacy will not go 
the whole way. At the same time there is this further 
complication to which Dr. M‘Gonigle has drawn attention, 
that when a slum population is moved to a new housing 
estate the encroachment of higher rents upon the money 
previously allocated for food may nullify the advantage 
of the new environment. 

The inadequacy of present methods of ascertainment of 
malnutrition is a constant difficulty. This was acknow- 
ledged in the last Annual Report of the Chief Medical 
Officer of the Ministry of Health, who wrote that there 
does not exist at present any criterion by which the state 
of the nutrition of individuals may be judged with any 
degree of satisfaction. How fallacious statistics on the 
subject may be was shown in the report of the Chief 
Medical Officer to the Board of Education in 1934, when 
out of 1,000 routine examinations twelve children were 
found malnourished and fourteen undernourished and re- 
quiring observation. But these figures represent the lump- 
ing together of personal impressions made by men who, 
although highly skilled, employ no common standard or 


1 British Medical Journal, February 2nd, 1935, p. 221. 
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method of measurement. It is this which accounts for 
such meaningless statistics as a 19 per cent. and a 0.02 
per cent. malnutrition rate respectively in two neighbour- 
ing towns on the South Wales coalfield, both suffering 
severely from the depression. On the other hand, in such 
inquiries as that made by Dr. J. C. Spence of Newcastle, 
where a control group of children from a higher economic 
stratum was taken, and the condition of children from 
poor or unemployed families compared, the results are 
of a kind in which far more confidence can be felt. 

While the condition of school children is far from 
satisfactory, it is believed that mothers, pre-school chil- 
dren, and adolescents are suffering still more severely from 
undernourishment. Indeed, Lord Eustace Percy, in his 
reply to the deputation, suggested that the adolescent 
two or three years after leaving school might be exposed 
to greater risk of physical deterioration than the school 
child, or even perhaps the child under 5. The committee 
makes the point, which cannot be too often repeated, that 
the result of undernourishment may not be immediately 
visible, revealing itself eventually in stunted development 
and lowered resistance, particularly to pulmonary tuber- 
culosis, which, by the way, is showing a suggestive in- 
crease for the age period 13-35 in South Wales and 
Northumberland and Durham. 

The Sunderland inquiry is the subject of a comment 
that, although some of the statements of Dr. G. F. Walker 
in the rather extreme form in which they were made were 
not borne out by the evidence before the Ministry of 
Health investigators, the result of the investigation gave no 
grounds for complacency. An inquiry by Dr. Margaret 
Balfour and Dr. Joan Drury, at the suggestion of the 
Council of Action, into the effect of unemployment on 
the health of mothers in certain Tyneside and Durham 
areas is mentioned as presenting an appalling picture of 


poverty, bad housing, poor health, and a rising incidence 
of puerperal sepsis. Reports are also quoted from different 
centres, including the county of London, where .ap 
increase of rickets in children below school age is noted. 


The Minister’s Reply 


In replying to the deputation from the Children’s 
Minimum Committee, Lord Eustace Percy said that on 
the main issues there was no conflict. It was agreed that 
a broad nutrition policy must be one of the principal aims 
of social administration in the immediate future. It wags 
also admitted that in areas where there had been intense 
and prolonged unemployment nutritional standards must 
necessarily tend to fall below a proper level. New regula. 
tions of the Unemployment Assistance Board were in 
course of preparation, and the Government was conductin 
a fresh survey of the question of school meals and of the 
supply of milk to school children, infants, and expectant 
and nursing mothers. It was inaccurate to say that when 
cheap milk was made available restrictions were imposed 
on free provision to the necessitous ; since the cheap milk 
scheme was started the number of children receiving free 
milk had increased from 100,000 to 260,000. He men- 
tioned the restatement of policy of the Board of Educa- 
tion whereby symptoms, whether educational or physical, 
however slight, are considered a justification for free meals 
when the parents cannot afford to pay. Two features in 
educational policy which deserved attention were the 
extension of school canteens, especially in senior and 
secondary schools, on the lines so successfully followed in 
Kent, and the new emphasis placed on physical education 
and recreation. He assured the deputation that the views 
it had expressed would be seriously considered both by 
the Government Departments concerned and by the 
Government as a whole in working out future policy. 


NEW YEAR HONOURS, 1936 


In the list of New Year Honours, issued as a special 
supplement to the London Gazetle, the names of the 
following members of the medical profession are included. 


K.C.V 0. 

Louts Francts Roesuck KNuTHSEN, C.V.O., O.B.E., M.D., 

Physician-in-Ordinary to the Princess Royal. 
Knights Bachelor 

Davip PerRctvaL DALBRecK WILKIE, O.B.E., M.D., Ch.M., 
F.R.C.S., F.R.C.S.Ed., Professor of Surgery in the University 
of Edinburgh. Member of the Medical Research Council. : 

HuGH BERCHMANS DEVINE, M.S., F.R.A.C.S., Surgeon to 
St. Vincent’s Hospital, Melbourne. For services to surgery in 
the State of Victoria. — 

CHARLES ISHERWOOD BriERLEY, C.I.E., M.R.C.S., L.R.C.P., 
Colonel I.M.S. (retired), lately Inspector-General of Civil 
Hospitals and Jails, North-West Frontier Province. 

MANGALDAS VIJBHUKANDAS Menta, O.B.E., F.R.C.P I. 
F.C.P.S.Bombay, ex-officio Professor of Midwifery, 
Medical College, Bombay. 

C.B. (Military) 

FirzGeRaLp Gappett FirzGeraLp, D.S.O., L.R.C.P. & S.L., 
Major-General late R.A.M.C., Honorary Surgeon to the King, 
Deputy Director of Medical Services, Eastern Command. 

C.M.G. 


ARTHUR MurRRAY CupMoRE, M.B., F.R.C.S., Colonel 
A.A.M.C. Reserve, Consulting Surgeon Fourth Military 


District, State of South Australia ; Surgeon, Adelaide Hospital. 


Rupert Briercurre, O.B.E., M.B., M.R.C.P. Colonial 
Medical Service, Director of Medical and Sanitary Services, 
Ceylon. Principal, Ceylon Medical College. 


CIE. 
Wiitram Ross Stewart, M.B., F.R.C.S.Ed., Lieut.-Colonel 
I.M.S. Surgeon to the Viceroy of India. 
Ropert SitvaLa ASPINALL, F.R.C.S.Ed., Major I.M.S., Civil 
Surgeon, Ajmer-Merwara and Chief Medical Officer, Rajputana. 


James Cairns, O.B.E., M.B., D.P.H., Chief Medical and 
Health Officer, North-Western Railway, Punjab. 
Howett Gwynne-Jones, M.R.C.S., L.R.C.P. (Dated 


December 12th, 1935, and announced in the Journal ot 
December 28th.) 

Wiutiam M.D., M.S., F.R.C.S., F.C.O.G., 
Obstetric and Gynaecological Surgeon, King's College Hos- 


pital, London. 


Grant | 


C.B.E. (Civil) 
ALAN MacDonatp Dick, O.B.E., M.B., F.R.C.S., Lieut.- 
Colonel I.M.S., Professor of Ophthalmology, King Edward 
Medical College, Lahore, Punjab. 


O.B.E. (Military) 

FREDERICK GEORGE HitcH, M.B., B.S., Surgeon Commander 

R.N. 
O.B.E. (Civil) 

Ropert DopGson, M.D., M.R.C.P., Director of 
Shellfish Services, Ministry of Agriculture and Fisheries. 

Joun Grirritus, M.R.C.S., L.R.C.P., D.P.H., Medical 
Oificer, Neath Rural District Council. 

Rospert Jamison, M.B., F.R.C.S., Principal Medical Officer, 
Swaziland. 

Wittiam KENNETH BIGGER, M.C., M.R.C.S., L.R.C.P., 
Colonial Medical Service, Senior Medical Officer, Palestine. 

Cyrit CHARLES HerBeERT Curr, M.B., F.R.C.S., Colonial 
Medical Service, Surgical Specialist, Cyprus. 

Joun Hutson, M.B.E., V.D., M.B. For public services in 


Barbados. 
Witttam Browsitow Moore, L.R.C.P. & SLL, 
Colonial Medical Service, Deputy Director of Medical and 


Sanitary Services, Hong-Kong. 

Mrs. Mary Josepuine Were, L.R.C.P. & °S.1., Colonial 
Medical Service, Lady Medical Officer, Federated Malay States. 
M.B.E. (Military) 

ALEXANDER BayLey-pDE Castro, Major, Indian Medical 
Department, Superintendent Military Medical Students’ Class, 
Medical College, Calcutta. 

M.B.E. (Civil) 

KAIKHUSRO SORABJT SETHNA, B.Sc., L.M.S., D.P.W., Health 
Officer of the Delhi Municipality and Provincial Commissioner, 
Delhi Boy Scouts Association. 

Rar Sanip AcHHRU Kam, Civil Surgeon, 
torate. 

Janer Wercu, M.B. For services in connexion with maternal 
and child welfare in the Nyasaland Protectorate. 

Honorary M.B.E. (Civil) 

Fuap Dayanr, M.R.C.S., L.R.C.P. For public services in 

Palestine. 


Uganda Protec- 


Kaisar-i-Hind Medal (First Class) 
RAMKRISHNA NARAYAN PARMANAND, L.M.S., Chief Medical 
Officer, Adams Wylie Memorial Hospital, Bombay. For publi¢ 
services in India. 
British Empire Medal (Civil) 
ATIATALLA EL Hapt, Dispensary Doctor, Sudan. 
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Reports of Societies 


DEBT OF PHYSIOLOGY TO MEDICINE 


At a meeting of the London Association of the Medical 
Women’s Federation on December 10th, 1935, with Dr. 
E. Pickarp, the president, in the chair, Professor 
WINIFRED CULLIS read a paper on physiology and _ its 
debt to medicine. She said that physiology and the 
medical and surgical aspects of medicine were so closely 
interrelated that it was almost impossible to think of 
one without the other. It was the aim of the physio- 
logist to find out the normal working of the body, while 
the clinician tried to prevent departures from the normal 
and to restore normal functioning. A great difference 
between their methods of approach, however, was that 
while the work of the physiologist was essentially experi- 
mental the duty of the clinician was to the individual 
patient. He could study the effects of treatment, but 
could only rarely conduct experiments with proper 
controls. In the not too remote past physiologists had 
been looked upon by their clinical colleagues as a body 
of academic workers, interested mainly, to quote a com- 
monly used phrase, in “‘ making frogs jump "’! To-day 
the teaching in laboratories and wards was gradually 
coming into close relationship. This was exemplified by 
the elucidation of the function of the parathyroid: labora- 
tory workers had demonstrated the effects of hypopara- 


thyroidism, and clinicians those of overactivity of these 
glands. The debt of medicine to physiology was a well- 
worn topic, but the reverse was less commonly presented. 
The extremely interesting work of Harvey Cushing show- 
ing the possible relation of so-called ‘‘ hyperacidity ’’ to 
disturbances in the hypothalamic region fitted in with 
that of Beattie on the autonomic nuclei in this region. 
This, again, might be linked with the recent production 
by Dodds of changes in the gastric mucosa, similar to 
those associated with chronic gastric ulcer, by subcu- 
taneous injections of very large doses of pituitary extracts. 
The discoveries of Banting, Best, and Minot were made 
by medical practitioners determined to treat and cure a 
specific disease. For the discovery of insulin previous 
work had indicated the line of attack, but at first there 
did not seem to be any real connexion between investiga- 
tions by Whipple on the dietetic factors influencing the 
elimination of bile pigments and the discovery by Minot 
of the liver treatment for pernicious anaemia. The con- 
nexion was there, however, and it became clearer when 
Murphy and Castle added their contributions to Minot’s 
researches. Professor Cullis discussed the bearing on 
physiology of the work of Lucy Wills and of Helen Mackay 
in connexion with other anaemias ; a flood of laboratory 
investigations had followed Mary Walker’s successful use 
of prostigmin in myasthenia gravis. Physiology and 
medicine were in essence different aspects of the same 
science, and workers in the latter field could give immense 
help and stimulus to physiology from the clinical side. 


England and Wales 


Mental Health Conference in London 


The fourth biennial conference on mental health is to 
he held at the Central Hall, Westminster, from January 
23rd to 25th. The National Council for Mental Hygiene 
is arranging the programme, and its president, H.R.H. the 
Duke of Keni, is to open the proceedings on the first 


evening by presiding at a discussion on mental hygiene | 
the full complement of beds (105) had been in use since 


and international relations. The speakers are to be Lord 


Allen of Hurtwood and Dr. William Brown, Wilde Reader | 


in Mental Philosophy, University of Oxford. Dr. Brown 
dealt with this subject last term in his lectures at Christ 
Church, and the study of the international situation from 
the point of view of psychology promises to be interest- 
ing. On the second day, January 24th, three important 
discussions will take place. The first, presided over by 
Dr. A. S. MacNalty, will deal with the organization and 
correlation of mental health services in local areas, and the 
speakers include Professor R. M. F. Picken and Dr. T. S. 
Good. The second concerns problems of marriage and the 
suggested establishment of courts of domestic relations, 
and to this Dr. Helen Boyle, Mrs. Neville Rolfe, secretary- 
general of the British Social Hygiene Council, and Mr. 
Claud Mullins, metropolitan police magistrate, will con- 
tribute. The third session has for its subject ‘‘ The 
Priest and the Doctor in the Treatment of Nervous and 
Mental Disorders,’’ and under the presidency of the 
Bishop of Southwark, Dr. H. Crichton-Miller and Canon 
T. W. Pym will be the principal speakers. On the last 
day of the conference the general subject is ‘‘ Education 
for Living,’’ and each of the three sessions is concerned 
with a special age group: the question of mental health 


from 8 to 14, and the ‘‘ finished ’’ product from 14 
onwards. 
Dr. Emanuel Miller, and Dr. J. Alison Glover is one of 
the chairmen. An interesting visitor is expected in Dr. 


The speakers include Dr. R. G. Gordon and | 


Maria Montessori, the Italian educationist, and the first | 


woman in Italy to graduate in medicine (she is M.D.Rome 
and also Hon. D.Litt.Durh.). The Minister of Health is 
prepared to sanction payment of expenses of delegates 
from authorities under the Lunacy and Mental Treatment 
Acts who may wish to be represented, and the Board 
of Education will approve reasonable expenditure incurred 
by local education authorities for the same purpose. The 
Secretary of State for Scotland and the Minister of Home 


Affairs for Northern Ireland are also ready to consider 
applications. Correspondence relating to the conference 
should be addressed to the Secretary, National Council for 
Mental Hygiene, 78, Chandos House, Palmer Street, S.W. 


Christie Hospital, Manchester 


The annual general meeting of the Christie Hospital and 
Holt Radium Institute was held on December 17th, 1935, 
with the Lord Mayor in the chair and Mr. H. S. Souttar 
as the chief speaker. The report, which covered the 
twelve months ended September 30th, 1935, showed that 


the beginning of the year. The Board is being compelled, 
therefore, to consider the possibility of increasing the 
accommodation and services, since there is a growing 


_ recognition of the hospital’s claim to function as a co- 


ordinating centre where all available knowledge about the 
treatment of cancer in this and other countries can be 
usefully applied. Record totals were reached in the twelve 
months under review as regards the number of in-patients 
(1,447), of operations (2,247), of out-patients (19,287), 
and of patients treated by deep #-ray therapy. It has 
been found necessary to continue double-shift working 
of the deep «-ray therapy apparatus. The x-ray 
diagnostic work also showed a steady increase, 1,136 
patients having been examined during the year, with 
a total of 2,066 exposures. The report states that a 
careful preliminary survey is made of patients referred 
for treatment in order to exclude the presence of secondary 
cancerous deposits in the chest, skeletal system, or else- 
where, and this type of examination has to be repeated 
during subsequent follow-up visits. Free use was also 
made of the diagnostic apparatus in checking the position 
and distribution of buried radium needles and in working 
out and checking the technique of x-ray treatment. A 


in the first eight years of life, the moulding of the mind _ full-time pathologist and research Fellow in pathology has 


now been appointed to be responsible for the routine work 
and management in the laboratory and to undertake 
research work under Professor S. L. Baker; a new 
laboratory has been built and equipped for this purpose 
adjoining the main laboratory. There has been a rapid 
growth in the medical personnel of this institution since 
1933 owing to the extension of the work. Haematological 
reports on the members of the staff who are exposed to 
radiation have proved of very great value in the mainten- 
ance of their health. Grants have been received for 
investigations of the relation to cancer of oils and tar, 
and for research work on tissue culture and the time 
factor in irradiation. Researches continue also on blood 
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counts in relation to x-ray and radium therapy and on 
radium therapy of uterine cancer. The report of the 
director of the Holt Radium Institute details the general 
advances in treatment which have been made, including 
the field of x-ray therapy of cancer of the breast, throat, 
gullet, and lung. Important results have been obtained 
as regards the delivering of homogeneous even dosage 
throughout a thick volume of tissue, in contradistinction 
to the measurement of surface dosage. This has proved 
of special value in the treatment of cancer of the rectum, 
where it is now possible to irradiate adequately the whole 
diseased area by a special appliance within the rectal 
lumen associated with the implantation of long needles. 
Another advance is in the field of the radiographic chart- 
ing of treatments, revealing the exact positions of im- 
planted needles and seeds, and facilitating treatment of 
the uterine cervix. 


Welsh National School of Medicine 


The report of the Welsh National School of Medicine 
was submitted by the Pro-Chanceilor to the annual meet- 
ing of the Court of the University of Wales on December 
18th, when he explained that a slight decrease in the 
number of students was partly due to the stiffening of the 
entrance examination and to the overcrowding in depart- 
ments associated with the school, such as University Col- 
lege, Cardiff, where medical students spent their first three 
years. An arrangement has been made between the 
school and Cardiff City Corporation whereby the medical 
unit will be accepted for service to patients and for teach- 
ing at Llandough Hospital. The corporation will pay 
£400 a year to the school towards the increased expenses 
necessitated by the arrangement. Sully Tuberculosis 
Hospital will also be brought within the scope of the 
school. The Court agreed to recognize the two hospitals 
as institutions for teaching and lecturing under the 
auspices of the school. 


Scotland 


Maternal Welfare 


The Secretary of State for Scotland has directed the 
issue of a circular (No. 42/1935) calling attention to 
the recently published Report on Maternal Morbidity and 
Mortality in Scotland, and urging members of local autho- 
rities to acquaint themselves particularly with the general 
summary, conclusions, and recommendations in the first 
twenty-nine pages of that report. The circular states that 
the Clinical Subcommittee of the Scientific Advisory Com- 
mittee of the Department of Health for Scotland, acting 
with a number of specially co-opted obstetricians of stand- 
ing, has concurred in these conclusions. While it is not 
considered practicable in all districts of Scotland to secure 
the continuous assistance of specialist obstetricians for 
clinical purposes, it is thought to be possible for local 
authorities to appoint specialists who, while not in every 
instance within the authority’s area, will be able effec- 
tively to discharge advisory functions in connexion with 
the authority's arrangements. In and near the four teach- 
ing centres, and elsewhere when there are hospitals with 
resident obstetricians, arrangements. for the supply of 
specialists for medical officers of health and for general 
practitioners in private obstetric practice should present 
no undue difficulty, and it is thought that authorities 
should be able to give effect at once to the recommenda- 
tions of the report in these respects. Elsewhere the ap- 
pointment of specialist consultants will have to await the 
building of new maternity hospitals with specialist staffs. 
The Secretary of State hopes, therefore, that all authorities 
will apply their minds to the question of the maternity 
hospital provision required for their constituents, and will 
keep before them the necessity of ensuring that new hos- 
pitals shall be of sufficient size to warrant the employment 
of resident obstetricians. This will imply in some cases 
that neighbouring authorities shall co-operate. It is 
further stated that the first step now for local authorities 


is to put in hand a survey of local maternity services in the 
light of the conclusions and recommendations in the report, 
This survey should take into account the extent and 
quality of ante-natal, intra-natal, and post-natal facilities, 
both domiciliary and institutional, and should also take 
cognizance of any gaps in the existing provisions as tested 
by the report’s conclusions and recommendations. It js 
added that specialist knowledge will be required for the 
proper appraisement of the quality and extent of the 
services, and local authorities are strongly urged to make 
available to their medical officers of health the advice and 
assistance of obstetricians of recognized standing to be 
associated with them in the survey. The Secretary of 
State will be glad if a report of the survey can be made 
by the medical officer of health to the local authority 
and to the Department by February 29th, 1936. Without 
waiting for the results of the survey local authorities are 
desired to take the following steps: (1) to ensure that as 
far as possible ante-natal care does not fall below the 
minimum standard laid down in the report ; (2) to make 
available to general practitioners and their private patients 
the local authority's clinic facilities at convenient hours ; 
(3) to bring to the notice of all practitioners in the area 
the clinic and other facilities available, to recommend the 
utilization of these facilities where patients’ home condi- 
tions or other considerations so require, and to bring to 
the notice of practitioners the standard of ante-natal care 
recommended in the report ; and (4) to consider whether, 
and on what conditions, the services of obstetricians could 
be made available to general practitioners for consultative 
purposes. The circular further states that, pending the 
receipt of the survey, the employment of obstetricians 
whose appointments are approved by the Department as 
advisers to medical officers of health or as consultants 
may be sanctioned as extensions of existing maternity 
and child welfare arrangements. The obstetricians ap- 
pointed for these purposes should be in whole-time practice 
as consultants or whole-time members of the staff of 
maternity hospitals, or teachers of obstetrics recognized 
by one of the Scottish universities. Other extensions of 
services which local authorities may propose as the result 
of the report or of the circular will also be considered for 
sanction. <A further circular is to be issued shortly on 
alterations of the existing arrangements with respect to 
the investigation of the circumstances of maternal deaths 
as an indication for prevention. 


Hospital Treatment of Neurosis 


In a lecture delivered before the Scottish Association 
for Mental Welfare on ‘‘ Hospital Treatment of Neurosis ” 
Dr. R. G. M'‘Innes, deputy physician superintendent 
of the Royal Edinburgh Hospital for Mental Disorders, 
said that the prevention of neurotic tendencies should 
be a matter of early training and education of the child 
by the further development of child guidance clinics and 
a wider education of teachers and parents. The vast 
incidence of neurosis had a great influence upon the social 
and economic life of any community, for the diminished 
capacity for work rendered a neurotic person an economic 
burden. It was a mistake, however, to regard neurosis 
as being merely the precursor or initial stage of mental 
disorder, for the number of neurotic patients who subse- 
quently developed mental disorder was very small. Out 
of a total admission of 306 neurotic patients to the 
Jordanburn Hospital for Nervous Disorders during the 
vears 1930-3, only three had been advised to enter a 
mental hospital, and these three had been admitted as 
voluntary patients. The treatment of neurosis consisted 
in an attempt to assist the patient to an understanding 
of himself, his motives, and his faulty adjustment, which 
would enable him to see the reason for his past and 
present troubles and to take steps for their avoidance in 
future. The results of treatment were difficult to assess 
accurately, but the most promising group of patients were 
the early anxiety neurotics. For example, during the 
year 1931 out of twenty-five cases of anxiety neurosis 
admitted to Jordanburn Hospital, thirteen were completely 
recovered on discharge, ten were sufficiently improved to 
return home, while only two remained unrelieved ; in 
1932, out of a total of thirty-two anxiety states, the 
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corresponding figures were twenty-three, eight, and one. 
The number of definite cures was thus very high, some- 
where in the region of 90 per cent. It was essential that 
the general public should be made aware of the social and 
jndividual dangers of neurosis, and of the desirability of 
expanding the facilities which at present existed for treat- 
ment. In view of the increasing need for skilled help, 
medical practitioners of the future should be able more 
readily to recognize neurosis and to deal with it when it 
occurred. 


Leith Hospital 


The managers of Leith Hospital have decided to extend 
the institution at a cost of £60,000, and are issuing an 
appeal for this amount, of which over £18,000 has already 
been received. The hospital was inaugurated as_ the 
Edinburgh and Leith Branch of the Royal Humane Society 
jn 1788, and in 1837 a casualty hospital was founded. 
The dispensary and hospital services were combined as 
Leith Hospital in 1848, and this building still forms part 
of the present hospital. In 1894 and again in 1897 
additions were made, and the hospital now contains 115 
beds with a children’s wing of thirty-six cots and the 
usual complement of out-patient, x-ray, and massage 
departments, operating theatres, etc. It is proposed to 
reorganize the administrative and out-patient departments, 
to add a male and a female medical ward of twenty beds 
each, and to provide accommodation, consisting of ten 
wards of two beds each, for paying patients. The oph- 
thalmic department is also to be rebuilt, and the nurses’ 
home is to be extended to provide accommodation for 
sixty-nine nurses and forty-two maids. 


CORRESPONDENCE 


Lord Nuffield’s Gift for Cripples 


Sir,—Lord Nuffield, it will be remembered, has already 
done great things for cripples. First came his magnificent 
gift of £70,000 for the rebuilding of the Wingfield-Morris 
Orthopaedic Hospital in 1933; then, in 1935, he gave 
£60,000 to New Zealand and soon after £50,000 to 
Australia toward the discovery and treatment of children 
crippled or attacked by some crippling disability. For a 
Jong time Lord Nuffield has been anxious to help forward 
this work in Great Britain in order that in every area 
adequate provision may be made for the early and efficient 
orthopaedic treatment of every child, adolescent, or adult 
in need of it. He has now given the sum of £125,000 
for this purpose. The major part of this sum will be 
allocated to a Lord Nuffield Central Fund, which is to 
be applied at the discretion of the trustees during the 
next four or five years to develop the discovery, cure, 
and care of cripples in the various districts where this 
work is not at present being specifically undertaken, or is 
being undertaken on an entirely inadequate scale. Much 
credit is due to the Central Council for the Care of 
Cripples that many parts of the country are already well 
organized. But there are districts where a great deal 
remains to be done ; their requirements will be explored, 
and recommendations made to the trustees of the Fund 
for grants in aid of new work. 

Lord Nuffield is devoting another part of his benefaction 
to the endowment of a scholarship in orthopaedic surgery, 
which is to be tenable for two years at the Wingfield- 
Morris Orthopaedic Hospital, Headington, Oxford, with 
a travel period of three months to follow. He hopes this 
will attract and be of value to young surgeons who are 
specializing in orthopaedic surgery. It will provide an 
opportunity for work in an orthopaedic hospital of the 
most modern design and with a well-established outside 
organization for the early discovery of potential cripples, 
their out-patient treatment, and their after-care. It is 
proposed that the Regius Professor of Medicine of Oxford 


and the President of the British Orthopaedic Association 
shall be on the small electoral body for this scholarship.— 
Iam, etc., 


Oxford, Dec. 27th, 1935. G. R. GIRDLESTONE. 


Caesarean Section 


Sir,—Mr. Bright Banister’s remarks on Caesarean 
section in your issue of December 14th are most inter- 
esting and rather disquieting. There is in them a note 
of warning for the future of midwifery. He draws atten- 
tion to the fact that the number of cases of Caesarean 
section are increasing without, apparently, proportional 
benefit to the patient. Is there any need for the increase 
in numbers of this operation? Are there reasons for per- 
forming it now which did not exist thirty years ago? To 
query a few: are there more cases of “‘ delayed labour,’’ 
disproportion,’’ and ‘‘ prolonged gestation ’’? This 
last, to my mind, has too much importance attached 
to it. In the old days we were contert to say someone 
had blundered in the dates, and when the fullness of 
the time had come the child would be born—and it was, 
and often without any difficulty. 

I cannot help thinking that the cause of the increase in 
cases of Caesarean section is want of knowledge on the 
part of the attending practitioner. It cannot be termed 
‘“‘ignorance,’’ for that tends to imply something blame- 
worthy, which perhaps is not the case. There is no doubt 
that the knowledge of when to do a Caesarean section 
depends on knowing when not to do it, and that know- 
ledge can only be obtained by attending a great number 
of normal or slightly abnormal cases, such as one meets 
with in an ordinary general practice. Is the general 
practitioner nowadays in a position to obtain this experi- 
ence? More and more cases are being attended by women, 
and the doctor is only sent for when the midwife is not 
happy about the progress of the case. The report she 
sends to the doctor does not lose anything in the telling, 
which naturally has an influence on the not-tco-experi- 
enced practitioner, and he is only too apt to call in his 
young surgical colleague, who only sees in the case a 
chance of adding one more to his list of Caesareans: 
result, as Mr. Bright Banister says, not always satis- 
factory. 

Can this state of things be avoided? Under the present 
and future conditions of midwifery even the “ specialist ’’ 
will have an increasing limit to his experience.—I am, etc., 


Winchester, Dec. 26th, 1935. W. Irvine, M.D. 


Steinach’s Operations for Enlarged Prostate 


Str,—Dr. Gotla writes in your issue of December 21st, 
1935 (p. 1240), asking for information about Steinach’s 
operation for enlarged prostate. Some unfortunate state- 
ments have been made in this country, and the subject 
is down for discussion at the Urological Section of the 
Royal Society of Medicine in February next. 

Tying the vas deferens (‘‘ Steinach 1’) succeeded 
castration as a method of treating senile enlargement of 
the prostate. Harrison published results of the former 
(100 cases) in the Lancet in 1900,' which claimed im- 
provement in the prostatic symptoms. In 1904 White 
of Philadelphia, who first suggested castration, wrote: 
‘‘ Doubtless many surgeons, probably most surgeons, 
would to-day dismiss castration and vasectomy from 
consideration as summarily as I have rejected interstitial 


injections or transrectal galvanism.’’* The final factors, 


in producing retention in a patient suffering from enlarged 
prostate are congestion and spasm. These may be 


' Lancet, 1900, i, 1275. 
2 Thomson-Walker: Lettsomian Lectures, Lancet, 1930, i, 1163. 


| | 

Nat 

port. 

take 

sted 

It is 

the 

Nake 

and 

be 

y of 

nade 

rity 

hout 

are 

t as ? 

the 

lake 

ents 

Irs 

area 

the 

ndi- | 

x to 

care 

her, | 

ould 

tive | 

the | 

ians 

t as 

nity ! 

ap- 

tice | 

of | 

| 

; of 

sult 

for 

on 

to 

iths | 

tion 

is” 

lent 

ers, 

ald 

nild 

and | 

vast 

ned | 

hed | 

mic 

ital 

Jut 

the 

the | 

ra 

as 

ted 

ing | 

ich 

ind 

in | 

ess 

ere | 

= 

sis 

to 

the 


Tue 
Mepicat Journan 


30 Jan. 4, 1936 
relieved by rest in bed: a first attack of retention is rarely 
permanent. Treatment of benign enlargement of the 
prostate by * rays has a similar decongestive effect, 
though it does not diminish the size of the gland itself. 
The results of tying the vas were uncertain and tem- 
porary, and did not make any difference to (the size of 
the prostate: hence this operation was abandoned for 
prostatectomy. 

Apart from any possible results as regards micturition, 
tying the ducts, and so blocking the external secretion of 
the testicles, is followed by increased sexual desire and a 
feeling of well-being, and was revived by Steinach as 
a rejuvenating operation. In the operation known as 
‘“Steinach 2’ the block is produced by tying the vasa 
efferentia, but there is no evidence forthcoming to show 
that its effect differs from that of ‘‘ Steinach 1.’’ Recently 
subjects of ‘‘ Steinach 2’’ have come under my care in 
whom undue postponement of prostatectomy has resulted 
in serious kidney damage and malignant changes in the 
prostate: herein lie its great dangers. It is a harmless 
and trivial operation, requiring neither special skill nor 
journey abroad, and there is no objection to its per- 
formance on a patient who wishes it, provided he is 
warned of these risks and of its speculative nature.— 
I am, etc., 


London, W.1, Dec. 23rd, 1935. SypNey G. MacDonatp. 


Srr,—I have been favoured with a reprint of a lecture 
delivered in Edinburgh in November, 1935, by Sir Henry 
Lunn, M.D., upon the above subject. In it a plea is 
made for a return to the old operation of bilateral ligature 
of the vas (Steinach’s first operation). Instead, however, 
of tying the vas in the region of the external abdominal 
ring the ligature is placed upon the vasa efferentia in the 
region of the rete testis—that is, it is between testis and 
epididymis (Steinach’s second operation). By so doing it 
is claimed that a greater atrophy occurs of the cells of 
external secretion with a corresponding hypertrophy of 
the cells of internal secretion—that is, the cells of re- 
juvenation. Cases are profusely quoted, and Sir Henry 
deals with his own personal case in detail. 

My aim in writing this letter is to ask for information 
from surgeons in this country who have practised the 
operation, and to find what the temporary or permanent 
results have been. Naturally, any method which can be 
applied with safety to the man with an enlarged prostate 
who is physically unable to stand the strain of a supra- 
pubic enucleation or a perurethral diathermy with the 
resectoscope is a useful addition to one’s surgical reper- 
toire, and certainly patients who physically or mentally 
are barred from the major operation would gladly welcome 
an operation which takes under local anaesthesia a few 
minutes to perform, and which throws no strain whatever 
upon their already taxed or senile organs. This ligature 
placed between testis and epididymis appears to be greatly 
practised in Switzerland. Its technical difficulties are nil, 
as is also the mortality, and all that one asks is, ‘‘ What 
is the considered opinion of those who have performed the 
operation in Britain, and what conclusions have they 
reached ?’’—I am, etc., 


Selfast, Dec. 24th, 1935. 


Tan Fraser, F.R.C.S. 


Treatment of Cleft Palate 


Srr,—I was very flattered to get such a long comment 
on my paper on cleft palate from Mr. Wardill, to whose 
writings I owe much stimulation and instruction. I wish, 
however, I could make out from it what he thinks of the 
central idea of the paper; on nearly all the points he 
raises I either agree with him, am genuinely anxious for 
further information, or have no strong opinions. To re- 


write the paper as he wants it would take 30,000 words, 
and as I want it would take thirty diagrams ; but within 
the limits of what you, Sir, are likely to stand, here 
are some comments. 


1. I said that the giving of a scheme of muscular 
action as the foundation of the operation was an unpopular 
approach because I do not know of anyone else who has 
done so. 

2. L implied that surgeons in general were not interested 
in the mechanism of closure of the nasopharynx because 
of the lack of reference to this in textbooks and in the 
teaching of the London schools. 

3. I envy Mr. Wardill and Mr. Whillis their opportunity 
of watching the sphincter from above. I could ask a 
dozen questions on this, which I trust will be answered 
in their forthcoming publication. 

4. I did not deny that Passavant’s ridge remains erect 
during the time speech lasts, but merely said that I could 
find no proof of this. What is the proof, and how does 
it square with Whillis’s observation of the “ simultaneous 
sling action '’ of both halves of the sphincter? 

5. I agree that ‘‘ the mechanism resembles a simple 
sphincter "’ to look at, and have myself compared its 
appearance to that of the sphincter ani. Dorrance said 
that it actually was a simple sphincter, with which I 
disagree. 

6. Mr. Wardill in his pharyngoplasty drags towards 
each other the lower ends of the Eustachian cushions by 
displacing the whole musculature of the posterior sling, 
and fixes them in an abnormal position as permanently 
as may be done by scar tissue. My ring suture tempo- 
rarily fixes the uninjured back of the pharynx in a normal 
position, that of closure, during healing. The difference 
can be made clear by drawing diagrams (it is one of my 
few reproaches to Mr. Wardill that he never does), by 
operating on the cadaver, by making a working model, 
or by watching the two operations properly performed. 
I have done all of these. 

7. My fear of ear troubles arose from Mr. Wardill’s own 
account of deafness following the operation in one case, 
and from the disastrous effects I have frequently observed 
when the Eustachian cushions have been injured in the 
usual ‘‘ choke and grab ’’ operation for removing tonsils 
and adenoids in children. 

8. I called it an orthopaedic operation because it is the 
only one I know which observes elementary orthopaedic 
principles in the treatment of the muscles, and because 
this is the ‘‘ essential guts ’’ of the whole method. 

9. Why would it be unkind to comment on my results? 
I thought them rather good ; and, anyway, Heaven knows 
I have made enough unkind remarks about other people 
in my time. 

10. I do, however, think it a trifle harsh to misrepresent 
completely what I said about the saying of ‘‘ Ah’”’ by 
my cases after operation. 

—I am, etc., 


London, W.1, Dec. «30th, 1938. Dents Browne. 


Treatment of Meningitis 


Sir,—I was much interested in the article on the treat- 
ment of meningitis by Dr. G. Riddoch in the Journal of 
November 2nd, 1935 (p. 850), but was surprised that he 
omitted to mention saline wash-outs of the spinal column, 
as have been recently employed with benefit. Cisternal 
puncture may appear to be a very terrifying procedure 
to the general practitioner who occasionally has to treat 
cases of meningitis, but with care and due regard to 
technique it ought not to be much more difficult than 
lumbar puncture. I write from personal experience, as my 
hand was forced into performing cisternal puncture in an 
infant, 9 months of age, where lumbar puncture had been 
successfully performed three times, but proved “‘ dry "” at 
the fourth attempt. Witness then my great discom- 
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fiture when, after I had apparently entered the cisterna 
(the feel of going through the occipito-atlantoid ligament 
js unmistakable), no fluid appeared. Aspiration with a 
syringe, however, revealed—much to my relief—a large 
flake of pus which was blocking the needle. Cisternal 
puncture was subsequently performed twice, with good 


results. 

My object in writing the above note is to encourage 
practitioners, especially those situated in the country away 
from specialists, to perform cisternal puncture more fre- 
quently—as this may be life-saving—in cases in which 
there is a blockage of communication between the spinal 
and intracranial portions of the subarachnoid space and 
serum cannot be administered by the lumbar route. 

May I also take this opportunity, Mr. Editor, of con- 
gratulating you on the fine series of articles for the general 
practitioner which have appeared in the Journal. They 
are proving of great practical value to me as a country 
practitioner, and a stimulant to further study—I am, etc., 


J. Pasvor, M.B., Ch.B. 
Moorreesburg, South Africa, Nov. 28th, 1935. 


* Dr. Pasvol’s kindly reference to the articles on 
Treatment in General Practice gives us an opportunity 
to say that, in response to many requests, the first series 
of thirty-five articles will be republished in book form in 
the near future.—Ep., B.M.]. 


Precautions in Sanocrysin Therapy 


Sir,—Dr. H. J. Williams's article in the Journal of 
December 7th on the use of calcium gluconate in the 
prevention of skin reactions in the gold treatment of 
rheumatoid arthritis interested me very much. On April 
6th, 1933, I read a paper on the treatment of pulmonary 
tuberculosis by sanocrysin, and stated then that I some- 
times used a 10 per cent. solution of calcium gluconate 
as a diluent for the gold salt instead of doubly distilled 
water. I was not at that time convinced, however, that 
the calcium gluconate did diminish to any noticeable 
extent the incidence of complications. (The non-recur- 
rence of the dermatitis in the case of the young woman 
of 25 quoted by Dr. Williams may not have been due 
to the fact that calcium gluconate was used with the 
subsequent injections. I have seen cases where a similar 
dermatitis has not recurred with the resumption of gold 
injections, though no calcium was given.) Personal in- 
tolerance, intoxication, or biotropism possibly explains 
the polymorphic complications met with in gold therapy. 
Of these it seems that personal intolerance is the most 
frequent cause of the complications now commonly met 
with. It is this factor which, on theoretical grounds, 
would seem likely to be influenced favourably by calcium. 

Further experience with calcium gluconate has led me 
to believe that, when it is used as a diluent for sanccrysin, 
complications of all kinds (buccal, cutaneous, gastro- 
intestinal, and, in a minor degree, urinary) are less fre- 
quent. A patient of mine was given intravenously 0.025 
gram of sanocrysin dissolved in 5 c.cm. of distilled water. 
A giant urticaria of the scalp and face developed in a few 
minutes. Three days later the same dose was repeated, 
the gold salt being dissolved in calcium gluconate. There 
was no urticaria. Four days later when the same dose 
was repeated distilled water was used and the urticaria 
reappeared. Subsequently, increasing doses of sanocrysin 
were given until a total of 3.75 grams was reached. 
Calcium gluconate was used as the diluent, and there were 
no further skin reactions. Further, it is important that 
the injections should be given very slowly, the patient’s 
feelings often being the best guide as to the desirable 
rate: 10 c.cm. of the 10 per cent. solution are used for 


doses. 

Finally with regard to Dr. Wiiliams’s reference to the 
blood sedimentation test as a reliable index of the result 
of gold treatment, I have found that in so far as 
pulmonary tuberculosis is concerned it seems desirable 
in the majority of cases to leave an interval of one week 
between the last intravenous injection of sanocrysin and 
the estimation of the blood sedimentation rate. Gold 
not infrequently has a temporary adverse effect on the 
sedimentation rate, an effect which in the very great 
majority of cases lasts only from a few hours to a few 
days. When injections are being given weekly, blood is 
first withdrawn into the sedimentation syringe and, with 
the needle kept in the vein to avoid two skin punctures, 
the syringe is detached and is replaced by one containing 
the sanocrysin dissolved in calcium gluconate. Sedimen- 
tation estimations at such an interval will, in the very 
great majority of cases, be a reliable guide to the patient's 
reaction to the treatment. At the same time, a smear 
can be made from the citrated blood, which can then be 
examined for eosinophilia suggesting potential or actual 
intolerance, or for such very remote possibilities as 
punctate basophilia or any marked diminution in the 
number of neutrophil granular leucocytes. This smear is 
also available when required for an Arneth count (or 
one of its modifications) and for the calculation of the 
neutrophil lymphocyte-monocyte ratio. These estima- 
tions, together with the blood sedimentation rate, give 
valuable information in the treatment of pulmonary 
tuberculosis.—I am, etc., 

Hivary Rocue, 
Medical Superintendent. 


Montana Hall, Montana, Switzerland, 
Dec. 17th, 1985. 


Treatment of Epilepsy 


Str,—The treatment accorded to epileptics during 1890- 
1920 was such as might be expected when the medical 
profession regarded epilepsy as a manifestation of some 
congenital mental disability in the prevention of which 
nothing could be done, and in the relief of which bromide 
was the principal drug. Not unnaturally the disease 
tended to become chronic and the cases to drift, with 
mental deterioration, towards their ultimate end—the 
epileptic ward in the workhouse. From 1920 to 1930 the 
idea had gradually been awaking in some medical minds 
that there was some similarity between hysteria and 
epilepsy, and that after all something might be done 
towards its prevention or relief. The Mental Welfare 
Association of Plymouth started at the Plymouth Public 
Dispensary a neurological clinic, of which I had charge, 
and at which from time to time I saw a good many 
epileptics. Examination into the history of epileptics 
seemed in many cases to strengthen the idea of a close 
relation with hysteria in the origin and onset of the 
disease. They all seemed to start from some emotional 
disturbance, either an acute shock or some recurrent 
emotional strain, fear being more or less obvious in all. 
It was also noticed that children who had had fits during 
teething were liable to respond to emotional strain in 
later life by attacks of epilepsy. 

The tendency at this time in the treatment of epilepsy 
was rather that of drifting. If the attacks were only 
‘‘ petit mal,’’ nething much was done—possibly bromide 
might be given—and certainly nothing was done to try 
and elucidate or eliminate the possible cause of the disease. 
If the attacks were definitely periodic the child might be 
allowed to stay away from morning or afternoon school, 
as the case might be. If the attacks were followed by 
marked periods of unconsciousness, then children were not 
allowed to attend a local school but were sent away to 
an epileptic school, generally at Sossmoss, near Manchester. 


CORRESPONDENCE 
=a = BOR ee doses of 0.5 gram and under, and 20 c.cm. for the larger 
ords, 
ithin 
here 
‘ular 
ular 
has 
sted | 
ause 
the 
nity 
ka 
ered 

rect | 
loes 
its 
said 
irds 
by | 
ing, 
itly | | 
po- 
mal 
nce 
by | 
lel, | 
se, 
ved | 
the 
sils | | 
the | 
dic | 
use 
| 
ws | 
ple 
ont 
by | 
| 

| | 
it- 
of | 
he | 
in, 
al 
ire 
at 
to 
an 
ly 
an 
en 
at 
n- 


$2 Jan: 4, 1936 


CORRESPONDENCE Dorr 
OURNAL 


or McGull, near Liverpool, both being equally remote and 
inaccessible. 

Thus, from a purely medical point of view, slight and 
often curable cases were neglected, and those cases which 
were likely to be intractable ran the risk of being intensi- 
fied by being removed from home and placed far away 
among strangers. Plymouth is fortunate in possessing two 
excellent open-air schools, one of which can accommo- 
date a few boarders of both sexes. They have been of 
much use in the treatment of cases of mild neurosis and 
cases which were suspected of being pre-epileptic. These 
schools embody almost everything that one can wish for 
in the treatment of epilepsy. 

In the past children from epileptic schools who had 
reached school-leaving age were returned to Plymouth 
without any provision being made to help them on their 
arrival in their new approach to life. This difficulty has 
now been met by the dispensary acting in conjunction 
with the education authorities. An after-care and treat- 
ment committee has been formed to interview the children 
on their return, to advise and help them over their 
difficulties. Furthermore, medical treatment, if necessary, 
will be provided for them at the neurological department 
at the dispensary. It is hoped that now the return to 
their homes of children from epileptic schools will be 
both facilitated and expedited. 

Lectures on medical subjects are provided for teachers, 
and it is possible to hope that the nervous child will be 
recognized earlier and receive more sympathetic treatment 
than formerly. A child guidance clinic has now been 
established at the dispensary and teachers are encouraged 
to send, or better still to bring, children there for advice. 
In addition a nursery school is shortly to be opened, and 
it is hoped that others will be started. 

Medicinally luminal has undoubtedly been of consider- 
able assistance, though I have not been struck with its 
results in childhood to the same extent as I have in 
young adults. Possibly the judicial use of environment in 
early cases curtails its opportunities.—I am, etc., 


Plymouth, Dec. 17th. E. L.. Fox. 


Cysticercosis and Epilepsy 

Srr,— Major-General MacArthur’s letter in your issue of 
December 21st, 1935 (p. 1229), on the incidence of cysti- 
cercosis and its relationship to epilepsy, recalls to mind 
such a case seen post mortem in the Allgemeine 
Krankenhaus, Vienna. The case was that of a female, 
aged 45 or thereabouts, with a history of fits of such 
a fleeting nature that she was diagnosed as a chronic 
hysteric. At post-mortem a cysticercus was found in the 
fourth ventricle.—I am, etc., 


London, N.7, Dec. 22nd, 1935. W. Lees TEMPLETON. 


The Food Value of Alcohol 


Sir,—It was interesting to note the remarks on the 
above subject by your correspondent’ Dr. E. H. Snell in 
the Journal of December 14th, 1935. Many readers will 
have also noted the discrepancy to which Dr. Snell refers, 
and I feel, like himself, that many medical men have 
difficulty in reconciling the diverse statements made by 
various authorities on this much-vexed question. 

Might I be allowed to refer readers who are interested 
to an admirable little book, Alcohol and Human Life, 
written by Dr. C. C, Weeks and published by Messrs. 
H. K. Lewis and Co., Ltd. For a clear, scientific, and 
rational survey of the whole subject this book can be 
thoroughly recommended.—I am, etc., 

A. W. TURNBULL. 


Ormiston, East Lothian, 
Dec. 19th, 1935. 


Ante-natal Diagnosis of Quadruplets 


Str,—In his paper in the British Medical Journal of 
December 21st, 1935 (p. 1206), Dr. Ulysses Williams 
states that he failed to find in the literature any previous 
illustrated record of the x-ray diagnosis of quadruplets, 
If he refers to the Miunchener medizinische Wochenschrijt 
for March 20th, 1931 (p. 493), he will find a case recorded 
by A. Hermstein and G. J. Pfalz, with several very inter- 
esting x-ray plates.—I am, etc., 

W. M. Fetpman, M.D., F.R.C.P, 

London, W.1, Dec. 21st, 1935. 


Tuberculosis Among Students and Nurses 
Srr,—I am glad to see that one old resident, Dr. P. W. 


Parkes (Journal, December 21st, 1935, p. 1230), does not 
join in the general bleat against the appalling conditions in 
which most of your correspondents would seem to have 
had to work. Admittedly a resident’s work can some- 
times be very hard—in one appointment at my own hos- 
pital I had to look after sixty beds, three chiefs (which 
meant three visits), three out-patient sessions, and three 
operating days weekly, and all the indoor midwifery of 
the hospital—but I thoroughly enjoyed it. In fact, I 
look back, as must many others, on my resident appoint- 
ments as one of the happiest periods of my life. ’ 

Many present-day residents seem to forget that they 
come to a hospital not to play but to work, and to get 
as much experience as possible before settling down in 
practice. One such applicant for a resident post actually 
asked, as one of his first questions, ‘‘ What are the 
off-duty times?’’ Needless to say, he was not appointed. 

I cannot believe that these plaintive letters really 
represent the general feeling of ex-residents, although if 
the incidence of tuberculosis among residents is excessively 
high it certainly is a matter for careful investigation. I 
wonder, however, if it is any higher than among medical 
students, the majority of whom manage to qualify 
without breaking either their hearts or their backs with 
work.—I am, etc., 


London, Dec. 2lgt, 1935. EX-RESIDENT. 


Sir,—I was charmed with Dr. Parkes’s naive letter. 
He is wrong in supposing that residents no longer enjoy 
their period of residency. But it is because young men 
can be happy under almost any conditions, not because 
the conditions are conducive to happiness. It is a gross 
misstatement to say that housemen are careless of their 
physical well-being. A houseman who has not played 
outdoor games threughout his school and ‘varsity career 
and is not anxious to do so after qualification, is a rarity. 
The most characteristic feature of the mess-room is the 
pile of golf bags, football boots, and tennis rackets in 
the corner. They accumulate there because the house- 
men realize, reluctantly, that they have no time to use 
them. Is it fair that the housemen’s games should be 
cut down to running—a dull sport at best—which even 
Dr. Parkes admits is frequently the case? Is he to be 
allowed so little free time for exercise that if he wishes 
to take tea with a friend he must sacrifice his hour or 
two in the open? Even so, open country and convenient 
towpaths are not so common as Dr. Parkes imagines. I 
wonder what would be the attitude of the governors of 
a hospital towards the notoriety induced by the residents 
taking their run up and down the Embankment, shall 
we say? 

One would imagine from Dr. Parkes’s letter that 
residents spent their nights in Bacchanalian revelry. 
Nothing is farther from the truth in these days when 
three out of every five residents are working for higher 
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examinations. Dr. Parkes would have us rush to our 
beds the moment our day’s work is done. Must our 
lives, then, consist of no more than a round of eating, 
sleeping, and working? Are we not allowed to read a 
little, talk a little, even drink a glass of beer? What 
harm in that? 

I see that Dr. Parkes, in estimating the value of our 
services at thirty shillings weekly, is not ashamed of 
using a joke as antiquated as his attitude in general. 
This will not do. The Dr. Parkeses have held control 
too long without criticism. Nor must their sincerity 
blind public opinion to their simplicity, and to the real 
nature of the conditions they defend.—I am, etc., 


December 21st, 1925. NEWLY QUALIFIED. 


*,* This correspondence is now closed.—Ep., B.M.]. 


Birth Control in Modern Life 


Sir,—A medical woman (‘‘ M.B., D.P.H.’’), writing 
in the Journal of December 14th (p. 1182) under the 
above heading, asks, ‘‘ Why should we, in matters of 
sex arrangements, give Nature an entirely free hand, while 
in all other departments of life we bend her to our require- 
ments?’’ This raises a question of the most vital impor- 
tance, not only to the welfare of our own people in these 
islands, but to our future relations with the rest of 
humanity throughout the world, and I think that most 
of the profession will agree with me when I say that the 
time has now surely come for a full, open, and frank 
discussion for and against the general adoption of some 
method of eugenic birth control in the interests of our 
race. I have discussed this question with a number of 
intelligent women during recent years, and the opinion 
expressed almost universally was that, while they all 
simply adored children and would love to have fairly 
large families, the severe economic conditions which now 
prevail render it imperative that they shall keep the brake 
on and restrict their respective outputs to one or at most 
two per family. It is well known that while at present 
practically all the best, mentally and physically, of our 
women are using contraceptive methods in the endeavour 
to restrict their families to the lowest possible level, the 
mentally degenerate women are reproducing to the full 
extent of their capacities. This is a most grave state of 
affairs, which, if allowed to go unchecked, is calculated 
to bring about a serious lowering of the mean of the 
nation. 

I am strongly of the opinion that simple, unselective, 
unilateral birth control, like unilateral disarmament, is at 
present a most ill-conceived procedure and one calculated 
to result eventually in disaster to any nation which adopts 
it while other nations are reproducing to their full extent. 
Such unilateral birth control amounts in fact to race 
suicide. If the whole of the human race could be induced 
to adopt a general method of selective birth control no 


doubt the race would benefit materially, but I am afraid | 
the day for the realization of such a method has not yet | 


arrived. The question now at issue is whether, if we are 
to abandon unselective birth control as nationally suicidal, 
some form of selective birth control could be adopted to 
take its place which would not only maintain our full 
numerical strength for holding our own against rival States 
but also steadily raise the efficiency mean of our people 
as a whole. I have numerous constructive suggestions 
which I would like to put before the profession, but I will 
wait for a future occasion. In the meantime I would only 
add that this subject is of such grave moment to our 
nation that I hope it will soon receive the consideration 
it merits.—I am, etc., 


Ramsey, Isle of Man, Dec. 21st, 1935. E. G. FENTON. 


Voluntary Euthanasia 


Sir,—This subject is clearly one of importance and 
deserving of careful attention, but it is equally clear that 
it is one bristling with difficulties. In addition to what 
may be termed sentimental considerations, both for and 
against, there are many practical points needing serious 
thought. For instance, should the main thesis be accepted, 
it would then be necessary to consider means for ensuring 
accurate diagnosis, methods for applying euthanasia, the 
devising of safeguards to prevent abuse and to ensure that 
it was really voluntary, the type of case to which it 
should be restricted, and many other practical details. 
With regard to this latter the further question might arise 
as to whether euthanasia should not also be extended to 
include incurable low-grade defectives. It is true that 
these would be incapable of giving consent, but their 
inclusion would appear to be a logical sequence of the 
proposal which would have to be faced, if not at present 
certainly in the future. 

So far as I can judge, the views hitherto expressed 
have been based mainly upon sentiment, and little real 
evidence has been adduced as to either the need for 
euthanasia or the actual dangers which might result from 
it. In the absence of definite data of this kind I venture 
to think that neither the medical profession nor the 
general public would support such a proposal, and without 
such support there is little likelihood of any Bill becoming 
law. It is probable, however, that most thoughtful 
persons would agree that the matter is one of sufficient 
importance to merit serious inquiry, and I would therefore 
suggest that, before proceeding with any Bill, the proper 
course would be for an impartial body to examine all the 
relevant evidence and to investigate fully the whole 
question. Such an inquiry might properly be made by a 
committee appointed by the Minister of Health, and if 
this committee were widely representative I have little 
doubt that its findings would be accepted by medical and 
public opinion in general.—I am, etc., 


London, W.1, Dec. 29th, 19385. A. F. TREDGOLD. 


S1r,—One aspect of this question which may afford a 
solution without the cumbersome ritual of the proposed 
Bill has not yet been presented. Let us assume that in 
principle euthanasia is capable of defence on the ethical 
side. For if the idea be attacked on the ground of its 
interference with the desire of the Almighty that an indi- 
vidual shall suffer pain, the same reasoning would exclude 
the use of anaesthetics, which argument was brought 
against Simpson in the ‘forties. It is an argument which 
can only be used logically by the ‘‘ Peculiar People.”’ 

But when we look at the Bill, what practising doctor 
would accept its provisions either for his patient or for 
himself? The proposed official arrangements would seem 
suitable for the cremation of a dead body—in fact, they 
distinctly resemble those of the Cremation Act—but for 
a sentient being in mortal agony, what a week of suspense 
and of mental anguish to prolong his misery! And the 
doctor, worried from the first by distracted relatives—it 
is they, in my experience, who make the suggestion—going 
from one official to another till all the forms and all the 
authorities are properly obeyed ; and then the “‘ finishing 
off,’’ a gross term but appropriate, of one who has hitherto 
looked to him for succour. It does not bear thinking 
about. The doctor will be placed in a fearful dilemma— 
either he must conform to a usage abhorrent to him or 
he will be exposed to the insinuation that he is unwilling 
to lose a lucrative patient. Is there no other way? I 
think there is. By the law of England suicide, if success- 
fully carried out, is a felony, if unsuccessful a mis- 
demeanour ; but in either case those aiding or abetting 
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are guilty of murder. This forms the legal objection to 


euthanasia. This does not apply to Scotland, where 
suicide is not a crime ; and it is of importance to note 
that the suicide deaths per million are 79 and 45 respec- 
tively, so that the law does not seem to act as a 
deterrent. 

My plea, then, is that steps be taken to rescind the 
law which makes suicide a crime in England. Let volun- 
tary euthanasia be carried out by the sufferer himself, by 
an overdose of any suitable drug, but guard him by law, 
if necessary, from distracted relatives or from those with 
ulterior motives. Such a solution of the problem would 
leave the sufferer a free hand in dealing with the matter 
when and how he chose, and would remove relatives 
and doctors from an embarrassing, and indeed an im- 
possible, situation.—I am, etc., 

St. Andrews, Dec. 29th, 1935. C. E. 


Dysentery on a Pleasure Cruise 


Sir,—I ask the indulgence of a portion of your space 
to make public, in relation to a recent case of mine, facts 
which [I and many other members of our profession with 
whom I have discussed them consider to be of public 
interest. 

The pleasure cruise enjoys a popularity of recent 
growth. There is little reason to suppose that it is asso- 
ciated in the voyager’s mind with risks appreciably 
greater than those associated with a_ holiday in this 
country. A risk fully appreciated and deliberately run is 
one thing ; a hidden risk entirely another. This story 
seems to show that the pleasure cruiser runs a risk which 
is hidden, which is negligible neither in kind nor in degree, 
which might be expected to be borne, or at least shared, 
by the shipping company, but which in practice may fall 
entirely upon the shoulders of the individual passenger. 

These events occurred within the last few months. 
For some of the facts I can personally vouch. For many 
I was, in the first instance, indebted to my patient ; but 
I have subsequently obtained confirmation of them from 
other sources. 

My patient came to see me one afternoon, having landed 
from a pleasure cruise that morning and travelled over- 
land. The ship was a large one with several hundred 
passengers on board, and the company which owned it 
well known and of the highest repute. During the cruise, 
which lasted a fortnight, there was an extensive epidemic 
of diarrhoeal illness. Authoritative figures are not at my 
disposal, but I gather that I cannot be exaggerating when 
I estimate the total as running into three figures. The 
epidemic broke out some forty-eight hours from the start 
of the cruise. My patient fell ill six days from the end, 
and her symptoms were similar in all respects to those 
of other sufferers. Starting with a sudden and slightly 
bloody diarrhoea and a temperature of 103°, she averaged 
six fluid stools a day, and the diarrhoea did not start 
to abate until a full twenty-four hours after I had con- 
fined her to a nursing home. <A stool taken the next 
morning was submitted to the Clinical’ Research Associa- 
tion, and yielded an ample growth of the Y type of 
dysentery bacillus. Its identity was fully established not 
only culturally but serologically as a matter of course. 
It cannot in the nature of things be proved that all the 
other cases were bacillary dysentery, but the probability 
is so great that few medical men will be disposed to 
question it. If that much be granted some very dis- 
quieting reflections must necessarily follow. It is theo- 
retically possible, and no doubt sometimes occurs, that 
dysentery may be handed on from patient to patient, 
but it is notorious that large epidemics only occur when 
the infection is spread from some central source by the 

contamination of food or drink on a large scale. From 
the occurrence of the first cases so soon after the start 
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it is clear that the infection was not picked up in some 
foreign port so far as concerns this epidemic. It suggests 
a case or carrier in close contact with the food supply 
at the very commencement of the voyage. It has more 
recently come to my knowledge that a further few cases 
of the same type occurred on the next trip, which points 
in the same direction. 

To return to my unlucky patient. She recovered with 
the usual rapidity in the course of a few days, notwith- 
standing that the original specimen showed ample evidence 
of extensive damage to the intestine in that it contained 
much blood, pus, and shed epithelium. But that is not 
the end of the story. She has since suffered two charac- 
teristic relapses in which all the features of the original 
attack have been reproduced minus the causal organism 
and practically without fever. This may be the end of 
it ; but none can be sure that it will, and all the un- 
pleasant possibilities of ulcerative colitis lie ahead. She 
has already paid a very heavy price for the first eight 
days of her ‘‘ pleasure cruise,’’ and may still be only at 
the beginning. 

Now what of the company’s attitude towards this 
matter? The patient's relatives made a claim upon 
them for some sort of compensation, which as 1 matter 
of mere equity would seem to be amply warranted. 
After some preliminary correspondence they flatly refused 
to entertain any claim. They pointed to the conditions 
under which the ticket was bought, and those conditions 
certainly appear to afford the company ample protection 
if they be legally valid, a point on which I am incom- 
petent to express any opinion. At all events few indi- 
viduals would deem it prudent to face the ordeal or the 
hazard of an action in open court against a company. It 
follows that the individual passenger must bear his own 
risk, and is therefore entitled to know the full measure 
of that risk. 

There is another aspect of this case which is hardly 
more comforting. I can discover nothing which would 
lead me to suppose that the presence of dysentery on 
board this boat was known or can even have been 
seriously suspected. My patient was released at the end 
of the voyage and allowed to travel where she pleased 
without hindrance, and without the slightest warning 
either as to her own welfare or as to the danger which 
she constituted to those with whom she must come into 
contact. Not only was she still a source of infection, but 
she was still in the full bloom of her own illness. So 
far as I can ascertain the other sufferers and _ con- 
valescents were similarly treated. If we take ten days 
as the normal average period of infectivity it follows that 
only those cases which occurred in the first two days 
of the epidemic can have been safe and desirable neigh- 
bours by the time they reached home ; of the rest each 
must have been a potential focus for the start of a fresh 
outbreak in this country.—I am, etc., 


London, W.1, Dec. 18th, 1935. J. R. B. Hern. 


Inexpert Radiography 

Sir,—The great interest which has been taken in this 
subject shows how grateful we should be to ‘‘ Radiologist” 
for first starting the correspondence. Both radiology and 
medicine generally have much to gain from the ventilation 
of difficulties and differences of opinion. We have all 
seen examples of incorrect diagnosis as a_ result of 
inexpert radiography, and even of incorrect interpretation 
of good films, so there is no need for me to labour the 
point further. The important consideration is that the 
ultimate sufferer is the patient. 

Workers in every branch of medicine have, in the nature 
of things, considerable knowledge and experience in other 
branches, and this of course is, up to a point, all to the 
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good. The radiologist, if need should arise, could make 
me attempt to treat a case of pneumonia or of a 
fractured leg. So, on the other hand, can the physician, 
surgeon, and general practitioner interpret x-ray films, 
and, with adequate training, take them. We are all liable 
to err at times, but the possibility of error is manifestly 
greater when we tread less familiar paths. Surely, there- 
fore, it is in the best interests of the patient that diagnosis 
and treatment in any branch of medicine should be under- 
taken by practitioners who have specially qualified them- 
selves in that branch. When more than one practitioner 
is treating a case co-operation should be of the closest. 

In some respects, however, as so clearly pointed out 
by ‘‘Sympathizer ’’ (December 14th, 1935, p. 1178), the 
case of the radiologist demands special consideration. It 
is sometimes difficult for the general practitioner who runs 
a small x-ray apparatus and has other sources of income 
to realize the enormous overhead expenses of the con- 
sulting radiologist in maintaining a much larger and more 
powerful plant which can be adapted to every type of 
work. If in the future all the so-called minor radiology 
is to be done by general practitioners, and only the more 
complicated type of examination (such as barium meals, 
pyelography, lipiodol injection of the lungs, etc.) is 
referred to the consulting radiologists, the latter will soon 
be forced to disappear from private practice, and will 
remain only as whole-time fully paid consultants at the 
larger hospitals. The reason for this is that profit in the 
larger examinations is proportionately much smaller than 
in the others. This state of affairs is, in fact, already 
beginning to have a serious effect, especially when taken 
in conjunction with the increasing amount of voluntary 
work done at the hospitals. 

Dr. Frederic Sanders (December 28th, p. 1282) has a 
sense of humour, so he will forgive me reminding him 
that to be consistent he must make a present of a 
stethoscope or a blood pressure instrument to every 
patient on whom he uses one! For, presumably, the 
patient ‘‘ buys ’’ these together with his opinion. Let me 
assure him that the radiologist does not request the 
return of his ‘‘ pieces of celluloid ’’ merely to insist on 
some legal right. He preserves them (a) for reference 
when interpreting other films of a similar type, (b) to 
show to other radiologists if they are of special interest, and 
(c) to ensure that when required for purposes of reference 
they may be instantly produced and not, as so often 
occurs when they go out of his hands, be lost or hopelessly 
damaged.—I am, etc., 
Bournemouth, Dec. 30th, 1935. 


G. L. BucKLey. 


Sik,—As a practitioner who has found radiography a 
very useful ‘‘ side-line,”’ may I be permitted to add 
some comments to the interesting correspondence on this 


matter? Many of the writers appear to think that both 
the user of the “‘ toy set ’’’ and the “‘ toy set ’’ itself are 
a menace. ‘‘ M.D.’ (Journal, December 21st, p. 1232) 


says “‘ toy sets which ... may be adequate for the 
diagnosis of fractured phalanges are .. . frequently 
employed in the most inexpert manner for work which 
is far beyond their capacity,’’ and so I feel that in all 
fairness the ‘‘ toy set ’’ and its user should be defended. 

1. I have had such a set for seven years. 

2. Some 80 per cent. of the work consists of fractures and 
query fractures. 

3. Many doctors and consultants have complimented me 
on the excellence of the films taken, in that bony detail, for 
instance, is perfect. 

4. Manufacturers of films used by me have asked for some 
of my radiographs for advertising purposes. 

5. The set is portable. The boon to the elderly patient 
with a fractured femur, who can have the picture taken at 
the bedside, is of inestimable value. 


6. It will not take lateral spines, dorsal spines, pelves, or 
any abdominal pictures in very fat people. Therefore, if 
I am asked to do such examinations, I quote ‘‘ M.D.’’ in 
that the ‘‘ work is far beyond its capacity,’’ and refuse to 
undertake it. 

7. Over a score of local doctors have been good enough 
to give me work during the last seven years, and they 
continue to do so. 

8. If a picture of mine looks like ‘‘a cuttlefish ’’ I repeat 
the examination until I get a satisfactory result. 

9. The immense value of the apparatus was never more 
realized by me than when I had to x-ray a member of my 
family every day for three weeks in order to follow the 
progress of a foreign body in the gut. 

10. The ‘‘ toy ’’ has been good enough to be used at the 
local children’s hospital when its x-ray plant has been 
temporarily out of order. 

11. It takes excellent chest films, one of which was shown 
at the Medical Exhibition, and a series of which I have 
recently shown to my local medical society. 

12. Should there be a doubt as to the interpretation of a 
film I would not dream of moving further without a second 
opinion. 

13. With regard to the one ‘‘ who himself x-rays all his 
patients ’’ I may say that less than 10 per cent. of #-rays 
done on my own patients have shown no abnormality. 


As far as I am concerned the ‘‘ toy set ’’ has proved 
a boon and a blessing to my colleagues, my patients, 
and myself. Its limitations must be recognized, and are 
recognized ; but for straightforward routine work on. 
fractures and chests my own experience and that of 
dozens of others is that the ‘‘ toy set,’’ so heartily con- 
demned by some of your correspondents, is definitely 
a useful, sensible, and necessary part of the equipment 
of the general practitioner.—I am, etc., 


December 21st, 1935. Toy Lover. 


Sir,—The letters in your issue of December 14th reveal 
the real reason why radiology stands where it does to-day 
—that is, the status of the radiologist. As is rightly 
pointed out, a large proportion of the medical profession 
look upon us as merely the producers of photographs, 
which they themselves profess to interpret, and we are 
not considered in the light of consultants to whom patients 
are sent for an opinion. Actually the whole root of the 
trouble lies in the pernicious system of sending out films 
or prints to the doctor referring the case, who, as often 
as not, passes them on to the patient, who proudly 
exhibits them to his relations and friends in much the 
same way as he would a studio portrait. 

In my opinion the skiagram is merely a means to an 
end—that is, it is the basis on which, together with the 
history and clinical findings, the radiologist arrives at 
his diagnosis, and it is not in any sense a picture for 
public exhibition. In many cases a film is quite un- 
necessary, but one is taken in order to confirm the fluoro- 
scopic findings. If microphotography were as popular as 
radiography is to-day the pathologist would be required 
to furnish such photographs with his report on every 
specimen of blood, sputum, etc., which was sent to him, 
and he would find himself soon in very much the same 
position as the radiologist to-day. In support of this I 
would quote from one letter received from a patient, who 
says: ‘ I have received your account but not the prints.’’ 
Surely comment is unnecessary. 

If the radiologists in this country would agree that no 
films or prints should ever be sent away from their con- 
sulting rooms it would put an end to the impression, at 
all events in the lay mind, that we are merely photo- 
graphers, and would go a long way towards solving the 
problem of our status. If a doctor referring a case for a 
radiological opinion is sufficiently interested in his patient 
he will come and talk over the case with the radiologist, 
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whether the films are sent to him or not, so that the 
sending out of films is merely a waste of time and money. 
The radiologist’s task is a more difficult one than most 
general practitioners imagine, in that he has to have a 
wider knowledge of medicine than any of his colleagues, 
since he has to keep himself au fait with practically 
everything that goes on in medicine, surgery, gynaecology, 
etc., and he is therefore a consultant who, in virtue of 
his additional special training in the interpretation of 
shadows, may be regarded as of real service in solving 
many of the problems of present-day medicine. 

Let us hope that the opinions freely expressed in your 
columns may pave the way towards a better co-operation 
between the radiologist and the rest of the medical 
profession.—I am, etc., 


December 14th, 1935. MENTOR. 


S1r,—Radiologists should rejoice that their art is being 
more and more recognized as an essential adjunct to the 
practice of medicine, and should realize that it is inevit- 
able that as it becomes simpler and better understood so 
its use must pass from the specialist to others. In what 
other way can x rays become available to all and sundry 
whenever required? This surely should be the aim of the 
radiologist. For him to maintain a monoply of their use 
is certainly to restrict their employment by reason of 
expense. The general practitioner, however, should take 
care that he does not bring this great ancillary science 
into disrepute by undertaking examinations and _inter- 
pretations which are beyond his skill and experience. 

The time is now opportune for radiologists to encourage 
others to undertake such work as they are competent to 
do, retaining for themselves only that which is beyond 
the scope of others. The extent to which work would 
thus pass out of their hands would vary from place to 
place according to local conditions, but if it is then found 
that there are surplus radiologists some should make a 
graceful exit and fewer should be encouraged to join 
their ranks. They would in this way maintain their 
status and serve the community better than by a futile 
kicking against the pricks. Nevertheless, as new  tech- 
niques are elaborated and advances made they will retain 
an honoured place amongst us for years to come. 

Radiologists are themselves to blame for their present 
First, by their insistance on retaining the owner- 


position. 
x-ray for 


ship of x-ray films. The doctor often desires an 
future reference, and neither he nor the patient wishes to go 
continually to the radiologist to ask of him a further loan 
of the films. Secondly, by not greatly reducing their fees 
when no report is required. As a chest consultant I am 
interested to see the report on the screen examination, though 
of course I always prefer to make this myself when possible, 
but I fail to see any value in the film report, and it is not 
right that the patient should have to pay for this. The 
screen report, though of interest, is rarely of much service, 
particularly when one does not know exactly what. signifi- 
cance to attach to another’s observation and description. And 
how can the radiologist’s description, however careful, finally 
determine the character of the lesion and the treatment 
indicated, say in a case of pulmonary tuberculosis, where a 
proper balance of all the clinical, radiological, and patho- 
logical evidence is needed? If the radiologist is capable of 
this, he is then a clinician, and what need of the physician? 
And if the latter is not capable of interpreting the picture, 
what kind of physician can he be? Radiologists could readily 
for technical assistants to carry out such work at 
Thirdly, many practitioners and con- 
rays to desire their 


arrange 
greatly reduced rates. 
sultants are sufficiently familiar with x 
own particular technique in regard to their cases. If radio- 
logists were always ready to follow the technique asked for 
rather than their own, however much better this may appear 
to them, more referred to them than to 
radiographers, who are nearly always willing to suit each 
doctor's own requirements. 


cases would be 
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In these ways, Sir, I believe that radiologists can 
preserve their position and forward the aims of their art, 
maintaining the while its dignity.—I am, etc., 


December 30th, 1935. TUBERCULOSIS PHysictan, 


*." With these four letters we must now close the 
correspondence. It has only been possible to find space 
for a selection from the many letters on this subject 
received during the past two months.—Ep., B.M.]. 


The Quality of Sunlight 

Sir,—I read with interest the letter from Dr. W. P, 
Kennedy in the Journal of November 9th, 1935 (p. 924), 
and the communication from Sir Henry Gauvain in the 
succeeding number. I think Sir Henry’s conception of 
reactional anticlimax may not be the whole explanation 
of failure to tan or to retain the ‘‘ egg-shell’’ brown 
colour in Iraq during the early autumn. It will perhaps 
be admitted that the brown colour of the skin of sun 
bathers can only be maintained in its pristine beauty by 
repeated exposures to the stimulating rays. In other 
words, if the source of actinic light weakens quantitatively 
or qualitatively the desired tan will fade. Also I tkenk 
[ am right in stating that a person in a cold environment, 
such as the snowfields in Switzerland, may tan more 
deeply and perfectly, after correct exposure to sunlight, 
than a person similarly exposed in a hot country, where 
the skin is constantly bathed in sweat, which, as_ has 
been shown recently,' may shield the skin from ultra- 
violet ‘‘ light ’’ of wave-length 3,100 to 2,900 A.U. 

My reason for offering this contribution to the discussion 
is that some years ago I was interested in another 
phase of the problem, and performed a series of estima- 
tions of the ultra-violet component in our sunlight 
during the most part of a calendar year, and I found a 
marked falling off in the intensity of the actinic element 
during the months following June. The reason for this 
decrease in activity is, I think, the ever-increasing 
volume of dust suspended in the atmosphere during the 
latter part of the year and before the rains. The results 
I obtained are described in full in the Annual Medical 
Reports of the (then) Anglo-Persian Oil Co. Ltd. for the 
vears 1930 and 1931, where details of technique ant 
comparisons with similar estimations in other countries 
are given.—I am, etc., 


South Iran, Nov. 30th, 1935. FRANK Marsu, M.D. 


Cancer Research 

Sir,—Perusing with interest your précis of the annual 
report of the Imperial Cancer Research Fund in the 
Journal of December 7th, 1935, it appears undeniable 
that considerable progress has been achieved during the 
present century. At the same time I could not deny that 
some of the arguments appeared over-valued. It is inter- 
esting to learn that Hanau committed suicide ‘‘ because 
of the apathy with which his discovery was received ”’ ; 
but does suicide heighten the validity of evidence? Had 
all discoverers shown a similar resentment to similar treat- 
ment the mortality among them would have been ghastly. 
Perhaps I fail to see the relevancy of suicide in cancer 
research, 

A noticeable element in the report is the atmosphere 
of buoyancy, confidence, and positiveness. Very desirable 
qualities in themselves, they should, however, prepare us 
for something less than precise and severe logicality. 


'* Perspiration and Erythema,’ by William H. Crew. Nature, 


1935, Cxxxvi, 340. 
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“The Local Origin of Cancer. . . . The application of these 

observations, Dr. Gye continues, lies in the fact that almost 
all the ‘ cancer cures ' which are produced from time to time 
are based on the idea that the tumours arise from some con- 
stitutional defect in the body of the patient. ... The 
theories upon which these practices are based are in obvious 
conflict with the conception of the nature of cancer indicated 
above.” 
As the heading indicates, the section is devoted to stress- 
ing the view that the constitutional and local origin 
theories are opposed and mutually exclusive: ‘‘ Constitu- 
tion Avenue Closed.’’ In the next section we read, 
inter alia: 

“ Professor Kennaway and his collaborators have been able 
to synthesize chemically pure substances with definite carcino- 
genic properties. Some of these substances ave related 
chemically to the sterols, which ave normal constituents of 
the body.”’ (Italics mine.) 

Really, Sir, but for the prominent notice we saw I 
should have said we were in Constitution Avenue after all. 
‘Normal constituents of the body,’’ ‘“‘ related chemi- 
cally,’’ ‘‘ carcinogenic properties ’’: did I hear someone 
say ‘“‘It is Constitution Avenue ’’? How came we here, 
then? That side entrance you cannot have noticed, 
marked “‘ Private, ior Laboratory Workers Only ; for Key 
Apply in Person to Director.’’ Shelley, long ago, wrote: 

‘Nature has gifted Man with all-subduing will ; 
Matter, with all its transitory shapes, 
Lies subjected and plastic at his feet.’’ 

Cancer has not quite yielded yet to that all-subduing 
weapon. There are many whose lot does not permit of 
whole-time devotion to that end. There are intelligent 
people among the laity as sincerely interested in the 
campaign as the whole-timers. To these classes annual 
reports are the most authentic sources of information. 
While no one would claim for them infallibility, yet 
coming with the imprimatur they do, they are taken 
as of ex cathedra status, so it is of some importance that 
they shall be at once intelligible and trustworthy guides 
to the existing situation. Incompatibles, besides being 
unpalatable, are unaesthetic. 

Only when the goal has been reached will it be seen 
what body of opinion and method of attack has been most 
nearly on the direct course. Wait and see. Meantime, 
could the director be directed to rewrite this report— 
omitting the sobstuff and the special pleadings but care- 
fully correlating the data—it would be time well spent. 
Also we may remind ourselves that progress is not neces- 
sarily rectilinear as in Euclidean postulate. It may be 
sinusoidally serpentine, corkscrew, or (even as appears 
in this case) a kind of zigzag.—I am, etc., 


London, W.6, Dec. 19th, 1935. W. M. Hewertson. 


Heart Disease in the Tropics 


Srr,—Will you permit me to make a reference to one or 
two points in the review of my book Heart Disease in the 
Tropics which appeared in a recent issue of your Journal? 
The ‘‘ perhaps unnecessary detail ’’ appeared necessary to 
me as author because I felt that no detail should be left 
out in support of an observation that diastolic murmurs 
which were diagnosed by most competent observers—one 
of them a gold medallist in medicine in the London M.D.— 
as aortic regurgitation or mitral stenosis disappeared in the 
course of treatment, a fact in favour of which no modern 
textbook gives any support. The reference to diabetes 
was made owing to the very common prevalence of high 
grades of glycosuria in men and women in Ceylon, and in 
keeping with my concurrence with the author in his view 
contained in the best book on the heart I have read in 
recent years: ‘‘ Toxic blood states such as occur in 
diabetes and nephritis must act deleteriously on the 
myocardium and vessels ’’ (Vital Cardiology, by Bruce 


Williamson, 1934). High blood pressure was given special 
space because it should have a place similar to rheumatic 
carditis in the textbooks now in use in the Tropics, which 
do not give it the consideration it deserves. I considered 
it needed a special place in view of the fact that a few 
years ago there were not, in a country with several 
hundred practitioners, any more than half a dozen blood 
pressure instruments, and consequently that hypertension 
was not recognized as a common cause of cardiac 
disability.—I am, etc., 
December 16th, 1935. 


H. O. GUNEWARDENE. 


Medico-Legal 


DEATH FROM AMIDOPYRINE POISONING 


A death from amidopyrine poisoning, the second in the 
course of a few weeks, was the subject of an inquest 
held by Dr. Bentley Purchase, H.M. Coroner for St. 
Pancras, on December 13th and 20th. Sir Bernard 
Spilsbury, who performed the necropsy, said that the 
deceased was a stout woman of 60 with signs of chronic 
osteo-arthritis and rheumatism. The heart was enlarged 
and its cavities all dilated ; the surface showed some 
petechial haemorrhage. There was also fatty disease of 
the heart muscle and brown atrophy. The cause of death 
as certified was acute bronchopneumonia, the lungs being 
congested, especially in the lower lobes. The thyroid was 
rather small, the liver fatty, and there were small haemor- 
rhages in the spleen ; the kidneys were enlarged and con- 
gested, and the suprarenal glands somewhat enlarged. 
There was acute inflammation of the tonsils which had 
spread over the wall of the pharynx, with some mem- 
brane on the surface ; the entrance to the larynx was 
oedematous. There was a certain amount of chronic 
gastritis. The marrow in the femoral shafts was a deep 
red. The white cell count on admission had been 4,400 
cells per c.mm., dropping to 1,000 and rising to 2,000, 
the figure obtained on the last count before death (four 
days after admission). No polynuclear cells were seen. 
There was a history that to relieve her rheumatism the 
patient had been in the habit of taking some anti- 
rheumatic pills. 

The coroner adjourned the first hearing in order to 
allow the chemists who had made the pills to appear if 
they wished. Accordingly, at the adjourned hearing a 
representative of the firm gave evidence that the bottle 
from which the deceased had been taking pills had con- 
tained when full forty tablets, the analysis of which was 
aspirin 2} grains, amidopyrine 1/8 grain, and caffeine 
1/8 grain. Not only was the prescription stated on the 
bottle, but the word ‘‘ Poison ’’ also appeared, as this would 
be required under the new Poisons Act next May. The 
tablets were packed by a large firm of manufacturing 
chemists, and were the same as others sold by many 
retailers. They had sold large quantities for several years 
and had never before heard of any untoward result. 
There was no evidence to show the period over which 
the deceased had taken the pills. Sir Bernard Spilsbury, 
in explaining the aetiology of agranulocytosis, said that 
the sensitivity to amidopyrine could hardly be caused in 
less than six weeks, and usually took over a year to be 
established. The dosage given on the bottle was two 
tablets three times a day. Analysis of the organs would 
probably have shown no amidopyrine, as the drug was 
not retained in the body. 

The coroner said that after the last case he had 
investigated he had communicated with the Poisons Board 
and the Home Office. They had shown great interest, 
and he understood that provision was being made to 
put amidopyrine into the same group as the barbiturates, 
which were controlled without being labelled as poisonous 
or dangerous. He considered that the chief requirement 
was not to brand the drug as dangerous, but to check 
its promiscuous use. On the evidence, he assumed that 
the deceased was one of the few persons who were sus- 
ceptible to the action of amidopyrine. He _ entirely 
accepted the evidence of the chemist’s representative that 
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kind in minute doses. There was no reason to suppose 
that the tablets contained any more of the drug than was 
stated. His verdict was ‘‘ Death by Misadventure.”’ 


DOCTOR’S APPEAL AGAINST CONVICTION 


In the Scottish Court of Criminal Appeal at Edinburgh on 
December 20th, on the appeal of Dr. Alexander Gorrie Paton, 
a conviction for culpable homicide and a sentence of six 
months’ imprisonment which had been passed on him at the 
Lanark Sheriff Court on October 20th was set aside, and a 
conviction for an offence under the Road Traffic Act, 1930, 
and a fine of £50 substituted. The charge of culpable 
homicide followed an accident in which Dr. Paton’s car 
knocked down two men, one of whom died from his injuries. 
There was no suggestion of drink in the case, and on behalf 
of the defence it was stated that owing to the defective 
camber of the road at the spot where the accident took place 
a back wheel of the car was carried six inches on to the 
verge, where it struck a stone, throwing the car momentarily 
out of control, so that it swung across the road and hit the 
men. Evidence showed that Dr. Paton was going at about 
thirty-five miles an hour, but a Crown expert witness at the 
first hearing gave evidence that there was no reason why 
sixty miles an hour should not have been done on that 
particular stretch. 

The judgement on the appeal was given by Lord Aitchison, 
who said that he thought the Sheriff had misdirected the jury 
when he told them that under the indictment as presented 
they could not find the accused guilty of an offence under 
Section 11 of the Road Traffic Act (reckless or dangerous 
driving). He had a feeling that what occurred was not satis- 
factory in a criminal trial, and that this was a case in which 
the court was justified in substituting one verdict for another. 
Lord Anderson concurred, but the third member of the court, 
Lord Hunter, could find no trace of misdirection. By a 
majority of two to one, therefore, the original conviction was 
set aside, and a conviction for reckless and dangerous driving 
substituted. 


Universities and Colleges 


UNIVERSITY OF CAMBRIDGE 

The following candidates have been approved at the examina- 
tion indicated: 

Touro M.B.—Part I (Surgery, Midwifery, and Gynaecology) : 
. J. Bacon, R. G. Bickford, R. A. Binning, G. L. Broderick, 
s. C. Buck, W. A. Burnett, R. S. Castle, E. M. Darmady, 
R. B. Davis, J. Diver, F. S. A. Doran, E. W. Dorrell, R. C. Droop, 
C. H. C. Ferguson, T. D. Fraser, I. N. Fulton, B. S. C. Gaster, 
M. H. Harding, E. W. Hart, F. E. S. Hatfield, C. M. Heath, 
\. L. Jackson, D. D. Keall, R. G. M. Keeling, J. W. Landells, 


D. C. Lavender, A. B. Lintott, L. N. G. Lytton, J. MacKellar, 
F. C. Maddox, D. N. Matthews, H. K. Meller, J. S. Minett, 
r, J. Morton, B. C. M. Palmer, J. W. Parks, W. J. E. Phillips, 
G. C. L. Pile, J. M. Ranking, G. R. Rawlings, G. Righby-Jones, 
©. N. Roussel, H. P. Ruffell Smith, R. S. Saxton, D. R. Seaton, 
t H. A. Swain, W. H. Valentine, J. H. Ward, S. Ward, 


D. J. Watterson, A. S. Wigfield, J. R. C. Williams, H. T. H. 
Wilson, J. RK. J. Winter, H. R. Wynne. Women: B. J. Travers, 
Hl. Western, L. Willis, E. M. Wright. Part (Principles 
md Practice of Physic, Pathology, and Pharmacology): 1.4. ] 
Bacon, W. M. Beattie, N. B. Betts, K. O. Black, A. C. Blandy, 
k. EF Ronham-Carter, Braithwaite, G. L. Broderick, A. F. 
Bryson, W. T. Cooke, E. M. Darmady, D. H. Davies, H. S. Davis, 
( \. Dowding, R. D. Ewing, C. U. Gregson, G. N. St. J. Hallett, 
J. W. Hannay, C. Hardwick, J. R. G. Harris, A. E. M. Hartley, 
N. 7 Holden, ¢ S. Humphries, H. D. Johnson, J. R. Kerr, 
J. W. Lacev, D. Lavender, F. Lown, Mackenzie, 
I. W. MackKichan, ID. N. Matthews, S. G. Maver, R. S. Morris, 
| ~. Owen, R. J. Porter, C. N. Pulvertaft, ¢ G. Rob, A. G. 
Salaman, ID. S. Seott, P. G. Scott, J. A. Seymour-Jones, A. F. 
Stallard, Stansfield, W. H Valentine, Wallace, 
Women: M. Ball, S. L. Bhatia, 


UNIVERSITY OF SHEFFIELD 
The following medical degrees were conferred by the Vice- 
Chancellor at a congregation held on December 20th, 1935: 


M.D.—D. L. Brown. 
M.B., Cu.B:—L. A. Bull, W. Ellis. 
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UNIVERSITY OF LONDON 
The following candidates have been approved at the examina- 
tions indicated: 

M.S.—Branch I (Surgery): T.  W. Mimpriss. Branch 
(Ophthalmology): Jean M. Dollar. Branch IV (Laryngology, 
Otology, and Rhinology) : W. H. Bradbeer. 

EXTERNAL Diptoma in ParnotoGy.—D. H. Haler. 

Acapemic) Post-Grapuate DiptoMa CLINICAL VatrHOLOGy.— 
Abdalla Abdel Razzak. 


UNIVERSITY OF DURHAM 
The Chancellor (Lord Londonderry) has appointed Sir Robert 
Bolam, M.D., LL.D., F.R.C.P., to be Vice-Chancellor of the 
University as from February 11th. 


UNIVERSITY OF EDINBURGH 
A graduation ceremonial was held in the Upper Library Hall 
on December 20th, 1935, when the following degrees and 
diploma were conferred : 

M.D.—J. Bennet, Major R.A.ALC. (with second-class honours), 
B. S. Bindra (in absentia), {John Douglas, E. H. Duff, tH. J. 
Gibson, fl. Gordon (in absentia), ¢J. J. B. Martin (in absentia), 
Helen S. E. Murray, {D. C. Osborne, {T. M. J. Stewart, J.-L. 
Swanston, *Mary B. Walker, J. White, Captain IMS. (im 
absentia). 

Cu.M.—?tI. Aird. 

D.Sc, (Faculty of Medicine).—J. P. Dickson. 

M.B., Cu.B.—A. F. H. Aeria, C. H. Bannerman, E. W. 
Jannerman, E. G. Barnes, W. M. Burgess, A. P. Burnett, R. J. C, 
Campbell, T. M.S. Clark, A. H. Crichton, Winifred M,. Dempster, 
H. Ferguson, W. G. S. Harden, H. ©O’B. Howat, R. P. Jack, 
J. M. M. Jamieson, P. M. Kirkwood, R. K. M‘AU, T. A. MacGibbon, 
A. 1. M‘Kendrick, D. S. M‘Kenzie, D. MaclXenzie, I. E. Macleod, 
A. B. Milligan, T. R. N. Parhar, R. G. Parker, Isabella A. Purdie, 
A. S. L. Rae, A. N. Reid, R. J. S. Smith, R. Somerville, A, Stern, 
H. H. Stott, G. L. Walker. 

D.P.H.—T. A. Don. 

* Awarded gold medal for thesis. + Highly commended for 
thesis. $~ Commended for thesis. 


UNIVERSITY OF ST. ANDREWS 
The University Court on December 26th, 1935, announced the 
appointment as professor of surgery of Mr. R. C. Alexander, 
M.B., F.R.C.S.Ed., and as lecturer in clinical surgery of Mr. 
R. S. Melville, F.R.C.S.Ed. 


NATIONAL UNIVERSITY OF IRELAND 
UNIVERSITY COLLEGE, CORK 
The following candidates have been approved at the examina- 
tions indicated: 

M.B., B.CH., BAO, T. D. Loughnan, fW. Kearney, 
+1. J. Seavers, V. Bennett, W. Kearney, M. Kirwan, O. Loughnan, 
C. McGrath, S. Nathan, V. J. O'Sullivan, W. ©’Sullivan, Bridget F. 
Riordan, T. J. Seavers, Catherine M. Sullivan. Part 7: J. O'Sullivan, 
Margaret M. M. Reynolds, G. Fb. Russell, J. Russell, Helen P. 
Tracey. 

D.P.H.—D. F. Burke, T. G. A. Carroll, R. A. Good, M. J. 
Kennefick, J. P. Morehan (first-class honours in Part ID, J. J. 
Murphy (second-class honours in Part I), J. P. O'Leary, Eiizabeth 
J. H. Philpott (second-class honours in Part TI). 


* First-class honours. + Second-class honours. 


QUEEN’S UNIVERSITY, BELFAST 


The winter graduation ceremony was held on December 21st, 
1935, when the Vice-Chancellor conferred the following medical 
degrees: 
M.D.—*J. C. C. 
E. A. J. Byrne (in absentia). 
M.B., B.Cu., B.A.O.—tJ. E. Morison, F. C. Banks, J. P. 
Coserove, W. W. Davey, W. MekKeown, C. C. D. Martin, B. V. 
Megarry, W. D. Miles, N. J. Y. Simpson, Louise Skillen, 
W. McL. E. Topping. 
* With commendation. 


Crawford, *J. V. Hurford, *T. W. H. Weir, 


* With second-class honours. 


SOCIETY OF APOTHECARIES OF LONDON 

The following candidates have passed in the subjects indi- 
cated: 

SurGery.—W. C. Heunis, J. M. Lea, N. O. Lucas. 

Mepicine.—C. W. Mills, J. F. O'Malley, G. M. Williams. 

Forensic Mepictxne.—C. W. Mills, J. F. O'Malley. 

Mipwirery.—G. K. Coombes, B. Anderson, H. Bentovim. 

The diploma of the Society has been granted to B. Anderson, 
N. O. Lucas, and G. M. Williams. 
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WILLIAM COLLIER, M.D., F.R.C.P. 
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Obituary 


WILLIAM COLLIER, M.D., F.R.C.P. 
Consulting Physician, Radcliffe Infirmary, Oxford ; Senior 

Vice-President, British Medical Association 
Dr. William Collier, who died at his home in Oxford on 
December 21st, 1935, at the age of 79, was educated at 
Sherborne School, Jesus College, Cambridge, and King’s 
College Hospital. He took his M.A. at Cambridge in 
1881 and his M.D. in 1885. Oxford University conferred 
on him the M.A. degree in 1887. From 18#5 to 1921 he 
was honorary physician, thereafter consulting physician, 
to the Radcliffe Infirmary, and in 1929 he was elected a 
vice-president in recognition of long and devoted service 
to the hospital. In 1904 he was President of the British 
Medical Association when the Annual Meeting was held in 
Oxford. He was an exam- 
iner in medicine to the 
Universities of Oxford and 
Cambridge, the English 
Conjoint Board, London, 
and the Royal Army Medi- 
cal College. He was elected 
a Fellow of the Royal 
College of Physicians of 
London in 1892, and was 
a councillor of that body 
during the years 1912 and 
1913. He was a frequent 
contributor to the medical 
press, and among other 
publications his ‘‘ Effects of 
Severe Muscular Exertion in 
Young Adolescents ’’ stood 
out notably by reason of 
the first account therein of the occurrence of albuminuria 
in undergraduates after severe exercise on the river. 
During the war Collier held the rank of Lieutenant-Colonel 
R.A.M.C. (T.F.), attached to the 3rd Southern General 
Hospital, and was consulting physician to the Southern 
Command. In view of his Presidency of the Association 
in 1994 every member of the local Division, and many 
others, hoped he would be able to attend the Annual 
Meeting to be held next July in Oxford after a lapse of 
thirty-two years. But it was not to be. He passed away 
after an illness borne with a fortitude which had character- 
ized his whole life. Far more than most men Collier had 
suffered the anguish of family bereavements. But as steel 
is tempered in the fire he emerged from his tribulations 
strengthened for further effort. His courage in misfortune 
was unusually grand and noble. He was indeed 


One who never turned his back but marched 
breast forward. 


Next to his indomitable spirit, perhaps most outstanding 
was his high level of professional conduct. He was trusted 
by all, doctors and patients alike. His colleagues knew 
him as a man of scrupulous honesty and unsullied ethics. 

As a teacher Collier was most stimulating and invigora- 
ting. Many of his house-physicians remember with 
gratitude the encouragement he gave them and_ the 
enthusiasm with which he imbued them. Boundless 
enthusiasm, bordering at time on rashness, remained with 
Collier throughout his long life. He was ever anxious to 
find things out for himself, and one of his last journeys 
was to witness the fire-walking demonstration of the 
Indian, Kuda Bux, only a few months before his death. 

Collier was essentially the clinician with trained powers 
of observation which served him well in the days when 
laboratory methods of investigation were in their infancy. 
Occasionally his rather gruff and brusque manner appeared 


. 


momentarily to frighten patients, but they soon learned 
they were dealing with a man of sterling quality and 
outstanding ability. He was much in demand as a con- 
sultant in Oxford and neighbourhood, and the fact that he 
had spent several of his early years in general practice 
was a great bond between him and his colleagues in 
country districts. He was ever generous in cases when the 
patient was cbviously in straitened circumstances, and con- 
stantly mindful of the less fortunate of his professional 
brethren. He was a vice-president of the Royal Medical 
Benevolent Fund, and at one time a member of the council 
of Epsom College. He was one of the founders of the 
Oxford Medical Society in 1892. Apart from his profes- 
sional services to the Radcliffe Infirmary, his name will 
always be remembered for the part he played in 
inaugurating, with the late treasurer of the hospital (the 
Rev. G. B. Cronshaw), the weekly contribution scheme 
which has been such a boon to so many other hospitals. 

Like most busy men, Collier found time for service 
outside his work. He was a member of the Oxford City 
Council for several years before the war, and in recent 
years he took a leading part in the formation of the 
Anti-Noise League. He was a man of strong opinions, 
which he would maintain in the face of powerful opposi- 
tion, with an apparent ferocity which delighted his 
friends, but rather terrified those who did not know him. 
At times he hit hard, but never below the belt. There 
were no recriminations, even in defeat, and he could not 
hide the twinkle of pleasure from the satisfaction of a 
good fight. He was a “‘ bonny fechter.’’ He loved argu- 
ments, whether within the confines of the Oxford Medical 
Society or in Exeter College senior common-room, of 
which he was one of the most esteemed and, at the time 
of his death, one of the oldest members. 

In his younger days Collier was an all-round athlete of 
considerable distinction. He was a prominent member of 
the Cambridge University bicycle club,. and won several 
prizes on the road. Somewhere about 1876 he rode a 
‘* penny-farthing ’’ bicycle for fifty miles without dis- 
mounting, being one of the first to accomplish the feat. 
In 1875 and 1876 he ran in the mile race for Cambridge 
against Oxford, and in the three miles in 1877. He played 
Rugby football for King’s against St. George’s in 1878. 
He was certainly one of the pioneers of motor cycling, 
and until comparatively recently was a familiar figure on 
a motor bicycle in the streets of Oxford, the tails of his 
morning coat flying behind him as he sped along! 
Mention has been made elsewhere of his hunting and 
mountaineering exploits. From his round of golf he 
derived much enjoyment, and up to a few years ago 
he frequently played for the Oxford graduates. Collier 
played as he worked—keenly, joyfully, exuberantly. He 
had a long honourable innings, leaving a memory of un- 
swerving loyalty to his medical colleagues, and an example 
of a life dedicated to the service of others. W. S. 


Dr. William Collier had joined the British Medical 
Association in 1880, and served as honorary secretary of 
the Section of Medicine in 1895. He was honorary secre- 
tary of the Oxford and District Branch in 1900-2, and of 
the Oxford and Reading Branch in the following year. 
After his period of office as President of the Association he 
was elected Vice-President in 1905, and served on the 
Central Council again in 1907-8. He held office as 
chairman of the Oxford Division in 1926-7. . 


Dr. H. E. Broxsome (Fairford, Gloucestershire) writes : 


The obituary notices of Dr. Collier in the papers © 
mention chiefly his climbing and his anti-noise campaign. 
But to the general practitioners around Oxford he will 
never be forgotten for his outstanding eminence as a 
physician, and for his help in every way to his less 
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learned colleagues. When my father practised thirty 
miles from Oxford from 1883 onwards we never thought 
of any consultant but Dr. Collier—not even Osler at a 
later date was more sought after. He used to come down 
in a car without a windscreen, or covered with dust on 
a motor bicycle, which he persisted in riding until his 
family sold it as the only way to make him give up motor 
cycling. It is difficult to convey the affection and respect 
we had for him. He drove himself thirty miles to a 
consultation here this summer, and his powers of mind 
had evidently not in any way lessened. The patient 
offered to send his car for him, but Dr. Collier said, 
*“ Confound it, does he think I can’t drive my own car ”’ 
I do not know any doctor we shall miss so much, 


{The photograph reproduced is by Lafayette Ltd. ] 


H. WESTMACOTT, C.B.E., F.R.C.S. 


Consulting Aurist and Laryngologist, Manchester Royal Infirmary 


Mr. Frederic Hibbert Westmacott, F.R.C.S., who died on 
December 20th, was born in Manchester in 1867, the son 
of George Hibbert Westmacott. He was educated at the 
Manchester Grammar School, and always maintained an 
active interest in its welfare, being one of its governors and 
deputy chairman in later 
life. His medical education 
was received at the Univer- 
sity of Manchester, and he 
qualified with the M.R.C.S. 
diploma 1890. The 
Fellowship achieved 
four years later. 

He was a_ house-surgeon 
in the Manchester Royal 
Infirmary, resident medical 
officer at the Royal Chil- 
dren’s Hospital, Pendle- 
bury, and at the Barnes 
Convalescent Hospital. He 
then travelled in the East, 
as far as Burma, where he 
took part in some military 
operations. Later he went 
to Vienna to study diseases 
of the ear, nose, and throat 
before commencing practice in Manchester as a specialist 
surgeon. Being unable to get an appointment at the 
Hospital for Diseases of the Ear, he took over a 
private venture founded in 1888 by Dr. McKeown for 
diseases of the eye and ear, and put so much energy into 
its administration that he got together an influential 
board of governors and committee, and had its name 
changed to the St. John’s Hospital for the Ear, under 
which title it was recognized by the Charity Commissioners 
in 1913. It was also placed on the list of hospitals which 
received contributions from the medical charities funds 
of the town. This was characteristic of his energy and 
organizing ability, so well displayed during the great war 
and in later life. 

For a time he was anaesthetist at the Children’s Hos- 
pital, and later on its specialist staff. In 1913 he was 
appointed to the honorary staff of the aural and laryngo- 
logical department of the Manchester Royal Infirmary, 
and continued in active work there until his sixtieth year. 
He was, too, a lecturer in the University of Manchester. 

From his early days Westmacott took a keen interest 
in the Volunteer and Territorial Force. He began, in 
1883, as a combatant officer in the Manchester Regiment, 
and for several years commanded the Owens College 
Company of the battalion, and was its musketry and 
machine-gun instructor. He also gave lectures on military 
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strategy. When changes were made in the Territorial 
Army he left the combatant ranks to join the R.A.MC. 
with the rank of major, and took up the duties as registrar 
and secretary of the local general military hospital under 
the scheme prepared by General Sir Alfred Keogh for the 
reorganization of the Territorial Medical Service. 

On the outbreak of war he was registrar of the 2nd 
Western General Hospital, with headquarters in Man. 
chester, and assisted J. W. Smith, colonel in command, 
in getting it into active work and in administering jit 
until 1915, when he succeeded to the command himself, 
It was the largest war hospital in the kingdom, with 
18,000 beds in 170 subsidiary hospitals scattered over the 
county from Clitheroe in the north to Crewe in the south 
and from Glossop to Chester, west and east. Westmacott 
was well fitted for administering such an important com- 
mand by his military knowledge and general tact, and 
well did he carry it out until 1917, when he was sent 
to mobilize the 57th General Hospital at Blackpool. He 
accompanied this medical unit to France, and remained 
with it until ordered back to England to assist with the 
American Medical Services. 

In 1918 he was sent to Marseilles as A.D.M.S., and 
remained there until after the armistice. He was men- 
tioned in dispatches several times, and_ received the 
honour of C.B.E. and D.L.Lancs for his services. An 
honour that specially gratified him was that of being 
appointed Honorary Surgeon to the King in 1927. In 
earlier days he was made a Knight of Grace of the Order 
of St. John of Jerusalem and his wife a Lady of Grace 
of the same Order by the King. No surgeon in Man- 
chester was able to wear such an array of ribbons as he 
had earned by his own military services, and his hobby 
was that of collecting military medals of various British 
campaigns. He continued in active association with the 
Territorial Force throughout his life, and was chairman 
of the S.E. Lancashire Advisory Council of the British 
Legion and of the Manchester and Salford Poppy Day 
collection. He was untiring in his efforts to put these 
organizations on a really sound basis. As a_ colleague 
wrote: ‘‘ It was not only in organization that he excelled 
himself, for he was a past-master in the art of making 
and keeping friends.’’ This could be said of him in other 
spheres of life and activity, and to nearly everyone he 
was affectionately known as the ‘‘ Colonel.”’ 

He was a member of the British Medical Association 
from 1891, and secretary of the Section of Otology at the 
Manchester meeting of 1902 and vice-president at the 
London meeting in 1910. When the Association met 
again in Manchester in 1929 he was president of his special 
section and also chairman of its Arrangements Committee. 
In this latter office his organizing powers were invaluable. 


He visited Switzerland frequently, and in earlier years 


founded the Winter Alpine Club at Chamonix and became 
its president. He also had a villa at Monaco, where he 
spent many holidays. He was far from well in his last 
years of life, and his friends were anxious about his 
efforts at the 1929 meeting. He fought a_ retreating 
action with characteristic spirit and determination, not 
acknowledging defeat until bereft of all powers of resist- 
ance. He contributed various articles to medical literature 
on diseases of the superior maxilla, ear, nose, and throat ; 
the most important of these were printed in the Trans- 
actions of the International Congress of Medicine (1913) 
and the Clinical Congress of Surgeons (1914). Others 
appeared in Latham and English’s System of Treatment, 
and in the British Medical Journal at various dates. 

A funeral service held at Manchester Cathedral was 
largely attended by representatives of the various civic, 
military, medical, educational, and charitable organiza- 
tions in which he had played a prominent part for many 
years. It was also attended by high officials of Masonic 
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Brotherhood, of which he was an Assistant Provincial 
Grand Master of the Province of Lancashire, Easiern 
Division, and a Past Grand Deacon of England. He 
married Margaret Carlotta, daughter of Alexander Howden 


of London, who survives him. 
{Photo by F. W. Schmidt, Manchester. ] 


F. R. S. SHAW, M.C., M.B., B.Cu. 

C.M.QO., Iraq Petroleum Company 
We regret to record the sudden death, on December 
gnd, of Dr. F. R. S. Shaw, chief medical officer to the 
Jraq Petroleum Company. The elder son of the late 
Horace C. F. Shaw, a prominent official of the Irish 
Land Commission and cousin of Mr. George Bernard 
Shaw, Frederick Roland Studdert Shaw was born in 
Dublin in 1892, and graduated M.B., B.Ch., B.A.O. at 
Trinity College, Dublin, in 1915, passing forthwith into 
the Royal Army Medical Corps and proceeding to France, 
where he served throughout the remainder of the war 
and gained the Military Cross. Transferred after the war 
to India, he commanded a motor ambulance convoy on 
the Frontier, and did sterling work during a serious cholera 
epidemic in Waziristan. His next appointment was on 
the staff of the Director of Medical Services in India, Sir 
Charles Burtchacll, from which he was transferred to Iraq 
for service with the Iraq Levies. During the Kurdish 
revolt in 1926 Captain Shaw was instrumental in obtain- 
ing the release of two R.A.F. officers who had been cap- 
tured by Sheik Mahmoud, against whom a column was 
operating. Being given permission to enter the country, 
he proceeded alone and unarmed to visit and ultimately 
effect the release of these prisoners. The adventure is 
modestly described in the Journal of the Royal Army 
Medical Corps, December, 1927.  Resigning his com- 
mission, he joined the Iraq Petroleum Company in 
October, 1927, and did excellent pioneer work whilst the 
company was in its infancy. During the period of pipe- 
line construction he initiated and supervised the medical 
and sanitary arrangements for the large cosmopolitan 
staff with such efficiency that the medical record of this 
great project is a hardly less remarkable one than the 
constructional. With the extension of the company’s 
health responsibilities Dr. Shaw became chief medical 
oficer, and at the time of his death was returning from 
a visit by ‘plane to see a sick colleague at Kirkuk, and had 
landed at Haditha, where the apparently mild attack of 
tonsillitis from which he was suffering took a rapidly 
fatal turn. 

“ Freddie ’’ Shaw (writes a colleague) was a_ fine 
athlete and cricketer. While a student at Dublin he was 
100 and 220 yards champion of Ireland under A.A.A. rules, 
and won the Vice-Chancellor’s cup. He also captained 
the Dublin University and Gentlemen of Ireland cricket 
team, and later played for the Army on several occasions. 
Unassuming in manner, he was a keen and capable medi- 
cal officer, sanitarian, and administrator, an excellent chief 
and colleague, and a very delightful companion. His loss 
will be greatly felt by a large circle of friends in the 
Near East and India. He is survived by his widow and 
two children. 

A former brother officer in the R.A.M.C, writes: The 
course of years has separated Freddie Shaw from many 
of his older friends to whom his athletic triumphs remain 
vivid memories. A letter received from a colleague in 
Beirut contains the sentence, ‘‘ As you know, he was 
exceedingly beloved by everyone whom he met in this 
part of the world.”’ It is thus Freddie's friends feel in 
the tragedy. The funeral at Haifa was attended by all 
who could get transport by land or air from the four 
countries covered by the pipe line. Mrs. Shaw was 
present. To her and her children and his relations is 
Offered the sincere sympathy of all Freddie's friends. 


ROBERT EDWARD HOWELL, M.B., C.M. 
Consulting Physician, North Ormesby Hospital, Middlesbrough 
We regret to record the death on December 21st of Dr. 
R. E. Howell, at the age of 70, after a full life of service 
to his professional colleagues as well as to the community 

generally in Middlesbrough. 

Robert Edward Howell was the third sen of the late 
John J. Howell of Liverpool and Oxton. He received his 
medical education at Edinburgh and Liverpool, and 
graduated M.B., C.M. of the former university in 1889. 
He obtained the diplomas M.R.C.S., L.R.C.P. in 1890. 
He had held the posts of assistant house-surgeon at the 
Liverpool Infirmary for Children and_ senior house- 
physician at the Leeds General Infirmary. To clinical 
acumen of a high order he added specialist knowledge in 
radiology, and he was widely esteemed in the North of 
England by reason of his professional attainments. 

To the British Medical Association, which he joined 
in 1893, Dr. Robert Howell had rendered many and 
valuable services. He was five times a member of the 
Representative Body—namely, at the Annual Meetings at 
Leicester in 1905, Belfast in 1909, London in 1910, Bir- 
mingham in 1911, and Liverpool in 1912. He held office 
as president of the North of England Branch in 1919, and 
served on the Contract Practice Subcommittee at head- 
quarters from 1919 to 1931. When the British Medical 
Association met at Newcastle-upon-Tyne in 1921 he was 
a vice-president of the Section of Radiology and Electro- 
therapeutics. He was chairman of the Cleveland Division 
from 1934-5. 


Dr. SMEETON JOHNSON of Kidderminster, who recently 
died, had been a student at St. Mary’s Hospital. He 
qualified with the diplomas M.R.C.S., L.R.C.P. in 1903, 
graduated M.B.Lond. in the following year, and proceeded 
M.D. in 1908. His earlier appointments included those 
of clinical assistant to the Female Lock Hospital, London ; 
assistant house-surgeon, Leicester Infirmary ; and assistant 
medical officer to the County Asylum, Rainhill. Mental 
medicine had attracted him strongly, but he decided 
eventually on general practice, first in Shropshire and 
later in Kidderminster, where he was physician to the 
General Hospital and medical officer of health for the 
Kidderminster rural district. Dr. LIONEL SCARGILL writes : 
I knew Dr. Smeeton Johnson intimately for twenty years. 
I first met him when he sold me his practice in Shropshire, 
and he and his family have remained my best friends 
ever since. Professionally he was a man of wide know- 
ledge, and I thought he never acquired the position in 
the medical world to which his manifest ability entitled 
him. He was for some years a colleague of Sir Bernard 
Spilsbury and Sir William Willcox. Had he taken up 
psychological work instead of general practice I have no 
doubt he would have become a recognized authority on 
mental ailments. As a general practitioner he failed to 
make the best of himself, owing to his inherent inability 
to push himself in any way. As a man I can only speak 
of him as “‘ one of the best.’’ Honest and straight almost 
to a fault, he was incapable of stooping to methods other 
men might employ with equanimity. A fine physician, 
a steadfast friend, and a most lovable character, he leaves 
behind him a memory which those who knew him 
intimately may well envy. 


The death is announced, at his home in Paris, of Pro- 
fessor CHARLES WALTHER, who was president of the 
Association Internationale de Chirurgie and, in 1934, 
president of the French Academy of Medicine. He is 
best known for his work on appendicitis, peritonitis, nerve 
injuries, and cancer of the tongue and certain other 
organs. He did much to promote local anaesthesia with . 
cocaine and the use of tincture of iodine in sterilizing the 
skin before operations. He was in charge of important 
surgical services in Paris during the great war. He held 
high office in the Legion of Honour (Grand Officier), and 
was also awarded the Croix de Guerre. 
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The Services 


The King has approved the award of the Distinguished 
Service Order to Captain Francis John Doherty, I.M.S., 
attached to the 5th Battalion, 12th Frontier Force Regiment, 
Indian Army, for gallant and distinguished service in action 
in connexion with the recent Mohmand operations, North- 
West Frontier of India, 1935. 

Major H. H. Elliot, M.B.E., M.C., 1.M.S., has been 
appointed surgeon to Lord Linlithgow, the Viceroy-Designate 
of India. 


Medical Notes in Parliament 
[FROM OUR PARLIAMENTARY CORRESPONDENT } 


Anaesthesia in Animal Experiments 


Mr. Groves asked on December 19th whether electric §im- 
mobilization or injection of starch grains into the carotid 
artery were held as complying with the provisions as to anaes- 
thetics under the Act 39 and 40 Vic., c. 77, relating to 
experiments on animals ; whether these respective methods 
were in use for the purpose of producing anaesthesia in 
experiments on animals ; and whether there were any specific 
regulations laid down in connexion with the granting of 
licences for such experimentation as to what constituted an 
anaesthetic within the meaning of the Act. Mr. Lioyp replied 
that electric immobilization and the injection of starch grains 
into the carotid artery were effective methods of causing 
complete insensibility in animals, but were never used in 
the laboratories as substitutes for the recognized anaesthetics. 
There were no specific regulations defining anaesthetics, and 
no definition in the Act, but there was attached to every 
Certificate B (the certificate permitting cutting operations with 
subsequent recovery) a condition requiring that the anaes- 
thetic administered must be of sufficient power to prevent the 
animal feeling pain. 


Inquiry Commissions 


Mr. W. S. Morrison tabled on December 20th a list of 
Commissions and Committees, excluding Standing and Statu- 
tory Committees, appointed by the Government during the 
last Parliament. This list showed that reports had not been 
made by the commissions or committees appointed to inquire 
into the following subjects: 

Health Services (Scotland). 

Nurses Training and Registration (Scotland). 

Social Services connected with Courts of 
Jurisdiction. 

Coroners. 

Road Safety Instruction for School Children (England). 

Road Safety Instruction for School Children (Scotland). 

Workmen's Compensation Acts (to inquire into and make 
recommendations on (1) the operation of the Acts in relation 
to workmen affected by miners’ nystagmus ; (2) the system 
of medical examination and certification by medical referees 
and certifying surgeons in force under the Acts). 

Poor Law (Scotland). 


Summary 


Supply of Lymph in Scotland.—Sir Goprrey 
stated, on December 20th, that there were no public vac- 
cinators in Scotland, but that arrangements existed for the 
supply by the Department of Health for Scotland of lymph 
free of charge to vaccinators appointed under the terms of 
the Vaccination (Scotland) Act, 1863, who cared to apply 
for it. The Department had no vaccine institutions, the 
lymph being obtained from a firm of lymph manufacturers. 
No information was available as to the source from which 
vaccinators obtained their lymph when they did not avail 
themselves of the Department’s arrangements. 


A Physiological Experiment.—Mr. T. Groves asked on 
December 20th whether the attention of the Home Secretary 
had been drawn to an experiment performed by Dr. Adli 
Samaan at University College, London, the report of which was 
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under the title of ‘‘ The Effect of Pituitary (Posterior Lobe) 
Extract Upon the Urinary Flow in Non-anaesthetized Dogs "’ 
and what anaesthetic, if amy, was used by the experimenter 
who reported that five healthy bitches, trained to remain 
calm in a Pavlov stand and to receive a stomach tube without 
resentment, were operated upon aseptically. Mr. Grorrrgy 
Lioyp replied that a copy of Dr. Samaan’s paper referred 
to was forwarded by him to the Home Office. The surgical 
operations described in the paper were done under complete 
anaesthesia under the authority of Certificates B and E. No 
procedure under the Act except the injection of pituitary 
extract was done without anaesthetics. 

Overcrowdimg.—Sir FRANCIS FREMANTLE, On December 19th, 
asked if the Minister of Health was aware that, until he 
declared the appointed day under Section 3 of the Housing 
Act, 1935, new tenants could be added without offence, and, 
in fact, were being so added to already overcrowded houses, 
Sir Francis asked how soon the Minister could declare the 
appointed day for London and for the rest of the country, 
Sir KrnGstey Woop said he knew the desirability of fixing 
the appointed day in such a way as to minimize the difficulties 
to which Sir Francis referred, but he must take into account 
progress made in the provision of new accommodation required 
for the abatement of overcrowding. 

Notes in Brief 

The Unemployment Insurance Statutory Committee hag 
practically completed taking evidence on the insurance of 
professional workers, and is considering its report. 

The Local Government and Other Officers Superannuation 
Act, 1922, had, at December Ist, 1935, been adopted by 
fifty-two county councils, sixty-six county borough councils, 
and 479 other local authorities. In addition, officers and 
servants of 457 local authorities had been admitted to par 
ticipate in the benefits of the Act by means of agreements 
under Section 5 (3). 


— 


Medical News 


The Hunterian Society announces that Dr. Sven Ingvar, 
professor of medicine in the University of Lund, Sweden, 
will deliver the Hunterian Lecture at the Mansion House 
on Monday, January 20th, at 9 p.m. His subject will 
be ‘‘ The Physical Basis of Psychoneurosis.’’ The 
Hunterian Oration on John Hunter's Time and Our 
Own Times ’’ will be delivered by Sir G. Lenthal Cheatle 
at the Mansion House on Monday, February 24th, at 
9 p.m. 

Professor Edward Mellanby, F.R.S., secretary of the 
Medical Research Council, will give an address on 
‘* Recent Advances in the Treatment of Disease,’’ at the 
Royal Institution, 21, Albemarle Street, W., on Friday, 
January 31st, at 9 p.m. 

At the meeting of the Medical Officers of Schools Asso- 
ciation to be held in the Mechanics Theatre, University 
College, Gower Street, W.C., to-day (Friday, January 
3rd), at 5 o'clock, a discussion on ‘‘ School Pressure in 
Work and Play ’’ will be opened by Dr. G. O. Barber. 

A meeting of the Society for the Study of Inebriety 
will be held at 11, Chandos Street, W., on Tuesday, 
January 14th, at 4 p.m., when Dr. W. Norwood East 
and Dr. Hubert J. Norman will open a discussion on 
“ The Relationship of Alcoholism and Crime to Manic- 
depressive Disorder.”’ 

The London Jewish Hospital Medical Society announces 
that a symposium on ‘‘ Headaches ”’ will take place at 
the London Jewish Hospital, Stepney Green, E., on 
Thursday, January 9th, at 4 p.m., when the speakers 
will be Mr. A. D. Griffiths, Mr. H. A. Kisch, and 
Dr. C. C. Worster-Drought. The chair will be taken 
by the president, Dr, D. Nabarro. 

The next series of post-graduate demonstrations at the 
General Infirmary at Leeds opens on January 7th, at 
3.30 p.m., and will be continued on Tuesdays until 
April 7th inclusive. Details will appear in the diary 
column of the Supplement week by week. 
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The University of Durham College of Medicine has 
arranged a series of lectures and clinical demonstrations 
on diseases of children at the Babies’ Hospital, West 
Parade, Newcastle-upon-Tyne, on Thursdays at 2.15 p.m. 
from January 9th to March 5th. The fee for the course is 
£3 3s. A composite course, arranged in three parts, 
will be given at the Royal Victoria Infirmary, Newcastle- 
upon-Tyne, on January 9th, 23rd, and 30th, February 
6th, 13th, and 27th, and March 5th, 12th, and 19th, 
from 2.15 p.m. This course includes x-ray interpretation, 
diseases of the skin, demonstrations on clinical pathology, 
and recent advances in therapeutics, and is specially 
designed to mect the daily needs of the practitioner. The 
fee for the whole composite course is £3 3s. ; any section 
may be taken separately at a fee of £1 1s. Post-graduate 
classes for clinical instruction in medicine and _ surgery, 
or lecture-demonstrations, will be given at the Newcastle 
General Hospital on Sundays at 10.30 a.m., from January 
19th to March 22nd, both dates inclusive. There is no 
fee, and all medical practitioners are invited to attend. 

The Fellowship of Medicine announces the following 
courses: cardiology, at National Hospital for Diseases of 
the Heart, January 13th to 24th; proctology, at St. 
Mark’s Hospital, February 3rd to 8th ; gynaecology, at 
Chelsea Hospital for Women, February 10th to 22nd ; 
heart and lung diseases, at the Royal Chest Hospital, 
January 18th and 19th ; physical medicine, at St. John 
Clinic and Institute of Physical Medicine, February 8th 
and 9th ; children’s diseases, at Princess Elizabeth of York 
Hospital, February 22nd and 23rd. Surgical tutorial 
classes (specially suitable for F.R.C.S. candidates) will be 
given at the National Temperance Hospital on Tuesdays 
and Thursdays at 8.30 p.m. from January 14th to March 
Sth. Detailed syllabuses of all courses may be obtained 
from the Fellowship of Medicine, 1, Wimpole Street, W. 
A course in anatomy and physiology, in preparation for 
the Primary F.R.C.S. examination, will be given at 
Infants Hospital, Vincent Square, S.W., from February 
24th to April 24th on Mondays, Wednesdays, and 
Fridays at 8 p.m. 

Under the auspices of the permanent committee of the 
International Congresses of Military Medicine and Phar- 
macy a conference will take place at Monaco from February 
10th to 12th. A discussion on the present state of war 
legislation, with especial reference to that concerning the 
safeguarding of the civil population, will be opened by 
M. Dehousse, professor of international law in the Univer- 
sity of Liége ; Dr. Voncken, director of the International 
Office of Documentation of Military Medicine, will intro- 
duce a debate on first-aid services in the war of the future ; 
and there will be inaugurated an international association 
for the protection of humanity throughout the world. 
The fee for membership cf the conference is 15 francs. 
Further information may be obtained from Dr. Voncken, 
Session d'Etudes Médico-juridiques, Quai de Plaisance, 
Monaco. 


In our last issue, at page 1287, the initials of Dr. W. G. 
Clark, who has been appointed to the Scottish Housing 
Advisory Committee, were incorrectly given. The com- 
position of the committee has been completed by the 
appointment of Dr. James R. Adam, medical officer of 
health for the county of Roxburgh. The Housing (Scot- 
land) Act, 1935, provides for the setting up of two sub- 
committees of the committee for the purpose of dealing 
with matters relating to urban and rural housing respec- 
tively, and Dr. Clark has been appointed to the former 
subcommittee and Dr. Adam to the latter. 


The Council of the Faculty of Medicine of Paris decided 
at a meeting on November 7th to reintroduce the Hippo- 
cratic Oath, to be taken on graduation in medicine. The 
Medical Faculties of Montpellier and Strasbourg have been 
consistent in requiring this oath of would-be doctors since 
it was first introduced into the ceremony of graduation 
in medicine. 

The November issue of the Bulletin of the New York 
Academy of Medicine contains a list of the late Colonel 
Fielding Garrison's articles and book reviews published in 
the journal. 


The Minister of Health is issuing this week to local 
authorities in England and Wales a memorandum (Memo. 
191 Med.) on precautions against anaesthetic explosions 
in operating theatres. A full summary of the recom- 
mendations will appear in our next issue. The memo- 
randum is obtainable through any bookseller from H.M. 
Stationery Office (price 1d.). 


Owing to the illness of Professor von Eiselsberg, Dr. 
Schoemaker of The Hague, one of the vice-presidents, 
was appointed president of the tenth International 
Congress of Surgery, which is being held in Cairo this 
week. The secretary-general is Dr. Léopold Mayer ef 
Brussels. 


At the last annual meeting of the American Gyneco- 
logical Society Professor William Fletcher Shaw, M.D., of 
Manchester, was elected an Honorary Fellow. 


The Dutch Genetic Association has offered a prize of 
250 gulden for an essay on the inheritance of differences 
in resistance to disease in men and animals. The essay 
must contain a review of the literature, especially as 
regards diseases of the blood, with personal observations 
and conclusions. The essay should be sent to the secre- 
tary of the society, Dr. A. L. Hagedorn, Soesterberg, 
Holland, before a date to be announced later. 


Professor Hans Meyer, the editor of Strahlentherapie 
(address: Park Allee 73, Bremen), on the occasion of the 
fortieth anniversary of the discovery of Roentgen rays, 
has issued an appeal to radiologists of all nations for 
portraits and short biographies of medical men, physicists, 
nurses, and others who have lost their lives as the result 
of x-ray work. 

A medallion has recently been affixed to the house at 
Confolens in the Department of Charente, in which the 
late Dr. Emile Roux was born. 


Letters, Notes, and Answers 


All communications in regard to editorial business should be addressed 
to The EDITOR, British Medical Journal, B.M.A. House, Tavisteck 
Square, W.C.1. 

ORIGINAL ARTICLES and LETTERS forwarded for publication 
are understood to be offered to the British Medical Journal alone, 
unless the contrary be stated. Correspondents who wish notice to 
be taken of their communications should authenticate them with 
their names, not necessarily for publication. 

Authors desiring REPRINTS of their articles published in the British 
Medical Journal must communicate with the Financial Secretary 
and Business Manager, British Medical Association House, Tavi- 
stock Square, W.C.1, on receipt of proofs. Authors over-seas 
should indicate on MSS. if reprints are réquired, as proofs are 
not sent abroad. 

All communications with reference to ADVERTISEMENTS, as well 
as orders for copies of the Journal, should be addressed to the 
Financial Secretary and Busimess Manager. 

The TELEPHONE NUMBER of the British Medical Association and 
the British Medical Journal is EUSTON 2111 (internal exchange, 
five lines). 

The TELEGRAPHIC ADDRESSES are 

EDITOR OF THE BRITISH MEDICAL JOURNAL, Aitiology 
Westcent, London. 

FINANCIAL SECRETARY AND BUSINESS MANAGER 
(Advertisements, etc.), Articulate Westcent, London, 

MEDICAL SECRETARY, Medisecra Westcent, London. 

The address of the Irish Office of the British Medical Association is 
18, Kildare Street, Dublin (telegrams: Bacillus, Dublin; tele- 
phone: 62550 Dublin), and of the Scottish Office, 7, Drumsheugh 
Gardens, Edinburgh (telegrams: Associate, Edinburgh ; telephone: 
24361 Edinburgh). 


QUERIES AND ANSWERS 


Priapism 


Dr. A. E. CarsperGc (West Malvern) writes: In reply to 
““C. C. H.”’ (December 21st, 1935, p. 1240) I had a case of 
persistent priapism that apparently yielded readily to 
5 grains of pot. iod. three or four times daily, after many 
other treatments, local and constitutional, had failed. After 
a search of medical journals for many years I found that 
this simple remedy had succeeded in several cases. Anyhow, 
it is simple to try. Leukaemia should be excluded ; also 
alcoholism and injury. There is, I fear, a grave possibility 
of impotence following. 
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Dr. Freperick (London, W.1) writes: 
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A Case of ? Trance 
30th, 1935, p. 1082) that possibly his patient is suffering from 
some endocrine deficiency, probably of the ovary or thyroid, 
or both, the administration of a preparation of which might 
help. A patient with somewhat similar unconscious spells, 
but with a tension of the muscles when awake, suggestive 
ot a tetanic condition, was benefited by administration of 
calcium and parathyroid gland, a 10 c.cm. ampoule of 
calcium gluconate (Sandoz) being injected while still in the 
spell. Digitalis, but not strychnine, was sometimes required 
for the cardiac weakness. 


Shoe with Open Heel 


In answer to Dr. H. Grant McPherson's inquiry (Journal, 
December 28th, 1935, p. 1288), we are reminded that the 
special type of shoe which had an opening at the back 
of the heel was described in an article by Mr. Paul 
Bernard Roth, F.R.C.S., entitled ‘‘ Prominent Heel,’’ in 
the British Medical Journal of August 15th, 1931 (p. 298). 
The shoe depicted in the article was produced by Messrs. 
Lilley and Skinner, whose head office is at 192, Pentonville 
Road, London, N.1. 


Messrs. JAMES TAYLOR AND Sons (Great Portland Street, W.) 
write: In the course of some eighty vears of shoemaking, 
mainly orthopaedic, under the direction of many of the 
most eminent of surgeons, we have never seen a readvy- 
made shoe made with an open back as Dr. H. Grant 
McPherson of Stonehaven describes in your issue of Decem- 
ber 28th, 1935. The dithculty can be got over, if his patient 
cannot get bespoke surgical shoes properly made, by cutting 
the back seam down to the seat, then cutting the stiffener 
away over the sore os calcis, and (if desired to cover the 
sore place) replacing the back seam by an inverted V of soft 
glacé kid unlined. This can be solutioned on to the sides 
ot the shoe to avoid seams. 


Income Tax 
Summons for Incorrect Amount—Costs 
*“*M.R.C.S."’ received a summons for additional income tax 
“but did not appear because after much argument the 
income tax authorities admitted a mistake on their part 
and withdrew the summons.’’ A demand for payment of 
the costs ot the summons has now been received. 

* If the amount in question was not legally due when 
the summons was granted the only ground on which pay- 
ment can now be claimed from ‘* M.R.C.S.’’ would be 
non-appearance at the court from which it was issued—but 
that might be adeqnate. Further, the tax might be Jegal/y 
due though actually incorrect—for example, if ‘‘ M.R.C.S.” 
had not given due notice of objection to the assessment. 
We suggest that a statement of the facts be sent to the 
Board ot Inland Revenue, Somerset House, W.C.2, asking 
for the costs to be waived. 


LETTERS, NOTES, ETC. 


A Case for Pre-operative Blood Counts 


Dr. Recixnatp Cock (London, E.2) writes: On November 
8th, at 11 p.m., I was called to see a woman, aged 28; 
she had severe abdominal pain, and was pallid and _ col- 
lapsed. I diagnosed her as a case of perforated gastric ulce f, 
and took her in an ambulance to hospital. The house- 
surgeon who saw her agreed with my diagnosis, but thought 
she was too collapsed for operation. On November 15th the 
house-surgeon wrote me: ‘‘ We have made a rather tardy, 
and, I think, surprising diagnosis pernicious anaemia 

.. !'’ This patient no doubt would have died had 
an operation been performed ; hence the importance of a 
blood count betore operation. 


Pipe Smoking 

I have observed 
that pipe addicts adopt a superior attitude towards the 
mere smoker of cigarettes. There is no personal interest 
involved in the matter beyond an impartial curiosity as to 
whether the superiority is or is not justified. Some of 
your learned readers, no doubt, could apprise us of the 
rights and wrongs of the case. It does not seem to be 
a simple question of weighing a portion of pipe tobacco 
against an equal portion of cigarette tobacco and estimating 


I would suggest to ‘‘ E. T.’’ (November 


the toxic effects on the organism of each. The paper of 


the cigarette may be negligible, but of more importance will 
be the calculation of the effects of bygone smokes upon the 
pipe. From the evidence of the nose this must be consider. 
able, and liable, one would imagine, to prove an alarmin 
problem to the inquiring chemist. But not the least of 
the claims made for the pipe is that it helps a man te 
think. Sir, not marble nor the gilded monuments of princes 
could compare with it were this the case. But what edifices 
of pure thought, therefore, should we not expect to find 
created since Sir Walter Raleigh—a man apparently with 
a fine sense of recklessness—popularized the weed in this 
country. Plato, Aristotle, and other so-called giants of the 
pre-nicotine era would ere this have faded into insignificant 
shadows in the scale of historical phenomena! What of 
the other side of the problem? I hesitate to suggest the 
contrary hypothesis, that the pipe, like the cinema, is 
merely another form of ‘‘ opium ’’ and a refuge from real 
thought, but in the interests of accuracy and of the rising 
generation is it not a problem that should be brought to 
a head? 
Urine as a Remedy 

Dr. CHartes V. MacKay writes from Monaco: Dr. Parkes 
Weber will find interesting confirmation for his statement, 
in your issue of December 14th, 1935 (p. 1179), of the local 
application of fresh warm human urine to wounds in the 
late Colonel Lawrence’s famous book The Seven Pillars of 
Wisdom. 


The World They Live In 
Dr. Joun S. MeiGuan writes from Glasgow: While “‘ listening 


in’’ on board ship recently in mid-Atlantic, [ heard an 
American voice advising hearers against prostate operations, 
and, telling anyone contemplating the same to consult the 
local undertaker on his chances of survival. The speaker 
advertised his non-operative (medical, dietetic, ete.) treat- 
ment. This was followed a few nights later by a doctor 
speaking from a station in Texas, who testified to the safety 
of such operations done by him at jus hospital, and who 
read letters from grateful patients. Shades of the G.M.C., 
the B.B.C., and professional etiquette generally! 


Migraine 
““M.R.C.S."". writes: The case of migraine seen by Dr. 
Francis E. Preston (December 21st, 1935, p. 1233) resembles 
a case I have had under continual observation, in which 
the symptoms of gradually increasing headache till a 
maximum pitch is reached would also suggest increased 
intracranial pressure. This is followed by a_ peried of 
retching and vomiting, after which the headache gradually 
subsides. I found, however, on one or two occasions that 
a 5-grain tablet of hexamine dissolved in half a pint of 
water taken before the vomiting stage is reached seems to 
initiate the waning phase. Would this suggest that the 
hepatic stimulant that hexamine provides could in any way 
cause a decrease in- the intracranial pressure through the 
blood stream ? 
Corrigenda 
Treatment of Cataract 


In Mr. Joun Foster's letter on this subject in the Journal 
for December 28th, 1935 (p. 1278), ‘‘ Vitamin E ’’ in line 12 
should read ‘‘ Vitamin C.’’ Also the third paragraph of 
that letter should read as follows: ‘‘ Injections ot lens 
protein have been used in treatment for several years, and 
the method at first received much support, particularly in 
America, but is not used to any extent in this country. 
It is difficult to see why antibodies produced by the injec- 
tion of lens protein should dissolve the lens opacities in 
preference to the remaining clear part of the lens. The 
treatment is still used, to a certain extent, particularly on 
the Continent, as a preliminary to lens extraction in order 
to reduce the chances of post-operative iritis.’’ 


The Late Dr. Griffith Evans 


In the obituary notice of Dr. Griffith Evans, on December 


14th, 1935 (p. 1183), it was erroneously stated that he had 
received the Gold Medal of the Hunterian Society. — This 
medal was presented to his relative, Dr. Griffith Ltor Evans 
of Carnarvon, 


Vacancies 


Notifications of offices vacant in universities, medical colleges, 


and of vacant resident and other appointments at hospitals, 
will be found at pages 48, 49, 50, 51, 54, and 55 of our 
advertisement columns, and advertisements as to partner- 
ships, assistantships; and locumtenencies at pages 52 and 53. 

A short summary of vacant posts notified in the advertise- 
ment columns appears in the Supplement at page 12. 
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